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Introduction to the Portfolio
This portfolio comprises two volumes and each contains a selection of work 
completed during the Doctorate of Clinical Psychology (PsychD) clinical training 
course.
Volume 1 comprises an Academic section, consisting of the four essays written as a 
requirement of the PyschD; a Clinical section, containing summaries of the six 
placements completed over the three years of the course and summaries of five 
formal case reports; and a Research section, comprising the Service Related 
Research Project completed in Year 1, the Major Research Project completed in 
Year 3 and a research Log Book.
Volume 2 of the portfolio is primarily a clinical dossier containing the five Case 
Reports, the Placement Contracts and Log Books, examples of clinical 
correspondence and Placement Evaluation Forms. Due to the nature of the clinical 
material this volume will be kept within the Clinical Psychology Department of the 
University of Surrey.
The work presented in each portfolio reflects the range of client groups, presenting 
problems and psychological approaches covered during the course. Within each 
volume, the work is presented in the order in which it was completed to illustrate the 
development of clinical, academic and research skills during the period of training.
Academic Dossier
This section comprises of four essays written over the three-year course. They cover 
topics pertaining to the core client groups -  Adult Mental Health, People with 
Learning Disabiiities, Children and Adolescents and Older Adults.
Adult Mental Health Essay
Compare and contrast the evidence base for two different 
theoretical models of Eating Disorders. What Implications 
does this have for the delivery and provision of clinical 
services for people with Eating Disorders?
Yearl 
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Adult Mental Health Essay
Compare and contrast the evidence base for two different 
theoretical models of Eating Disorders. What Implications 
does this have for the delivery and provision of clinical 
services for people with Eating Disorders?
INTRODUCTION
It is widely believed that psychotherapy is the modality of treatment most 
likely to achieve long-term improvements for clients with Eating Disorders (e.g. 
Fairburn, Norman, Welch, O'Conner, Doll and Reveler, 1995). This essay 
attempts to explore the evidence base for two different theoretical models of 
psychological treatment. Family theory and Cognitive Behavioural theory, 
and the question of whether different treatments offer particular benefits for 
specific subgroups of clients. The focus will then shift to the implications for 
the delivery and provision of clinical services for clients with Anorexia Nervosa 
and Bulimia Nervosa. The essay will refer to these theoretical models in terms 
of treatment, and will be referred to as Cognitive Behavioural Therapy (CBT) 
and Family Therapy from here on.
This essay will focus on the two best-known eating disorders that have been 
identified (Fairburn and Cooper, 1989; Bryant-Waugh and Lask, 1995), 
anorexia nervosa and bulimia nervosa. The essay does not attempt to address 
other eating disorders, for example obesity, for two reasons. Firstly, the 
evidence base is larger for the treatment of anorexia and bulimia. Secondly, 
obesity is not a psychiatric disorder per se and its treatment is rarely part of 
psychiatric and psychological practice (Fairburn & Cooper, 1989; Bell, Clare & 
Thorn, 2001). The British Psychological Society's briefing paper on service 
guidelines for eating disorders state, "it may not be appropriate for obese and 
anorectic patients to be seen in the same setting" (Bell et al., 2001, p i5). Hence 
obesity lies outside the scope of this essay, as it will discuss clinical services with 
regard to psychological services.
Diagnoses of Anorexia and Bulimia
The main psychopathological features of anorexic and bulimic clients are that 
they judge their self worth in terms of their shape and weight (Fairburn & Cooper, 
1989). As a result, their thoughts and behaviours become preoccupied with the
Adult Mental Health Essay
'pursuit of thinness' (Bruch, 1973). Sufferers may carry out excessive diets, 
self-induced vomiting, misuse of diuretics and severe exercise. They may also 
have associated depression or anxiety, have obsessional characteristics, poor 
concentration and impaired social functioning.
There are differences in presentation between the two disorders. Using the DSM-IV 
classification schema (American Psychiatric Association, 1994) anorexia is 
diagnosed if each of the following is present. A refusal to maintain body weight 
at more than 15% beiow normal weight for age and height; an intense fear of 
gaining weight or becoming fat, or of normal body weight; distuited perception or 
experience of body weight, size or shape; endocrine disorder manifest by an 
absence of at least three consecutive menstrual cycles. Bulimia is diagnosed if 
each of the following is present (American Psychiatric Association, 1994). 
There are recurrent episodes of binge eating; a feeling of lack of control 
over eating behaviour; behaviour aimed at preventing weight gain; persistent 
over-concern with body shape and weight.
The incidence of anorexia in the population has been reported to vary 
between 0.08 and 8.1 per 100,000 per year (West, 1994). Bulimia has an 
estimated incidence of 10 per 100,000 (Hoek, 1991). The highest incidence of 
anorexia in the population is in females aged 1 0 - 19  years (Tumball, Ward, 
Treasure, Jick & Derby 1996), and for bulimia it is in females aged 20 -39 
years, although the incidence in females aged 1 0 - 1 9  years is also high 
(Turnball et al., 1996; Hoek, Bartelds & Bosveld, 1995; Lucas, Beard and 
O'Fallon, 1991). The client group represent a high-risk group, with a high 
degree of mortality (Bell et al., 2001).
Descriptions of Family Therapy and Cognitive Behavioural Therapy (CBT)
Family therapy
Family Therapy highlights the importance of the social context in shaping the 
development of individuals through the complexities of social interaction. 
Generally, family therapy views the behaviour of an individual as an expression 
of the role that he holds in a given context, and of his relationship with other 
people (Eisler, 1996). Behaviour is viewed in context, with the focus on 
problems arising from the interaction between systems rather than on problems 
situated within a person (Keiley, 1994). Observing circular patterns of behaviour
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within a family can help formulate an understanding of the rules that govern 
the interaction. A rule is viewed as a relationship that has been implicitly or 
explicitly agreed that instructs and limits g family member's behaviour and 
organises their interactions so as to keep a system stable (Liberman, 1995). 
The field of family therapy is vast and there are several therapeutic 
approaches that could be classified as family therapy, for example Structural 
(e.g. Minuchin, Roseman, & Baker, 1978), Strategic (Haiey, 1976) and Milan 
(Selevini-Pazzoli; 1974) models. However, common factors exist, such as the 
focus of intervention is directed toward interpersonal factors rather than 
intrapsychic factors (Kelley, 1994).
Such approaches have particular relevance for anorexia and bulimia for 
several reasons. Most importantly, anorexia and bulimia most commonly develop 
during adolescence (Bryant-Waugh & Lask, 1995). Szmukzler (1985) lists 
difficulties with autonomy and separation from the family as critical problems in an 
eating disorder's development. These issues can be addressed directly by family 
therapy (Minuchin et al., 1978; Selevini-Pazzoli, 1974). Secondly, in the 
treatment of a wide range of presenting problems family therapists look at 
factors beyond the individual, for example in social and cultural networks, that 
can help or hinder therapy and that can maintain the disorder. These are factors 
that have been identified by theorists of many different theoretical backgrounds 
as being important to the treatment of eating disorders. For example. Gamer, 
Vitousek & Pike (1997) support a Cognitive Behavioural intervention for the 
treatment of anorexia that includes the family. Finally, family theorists have 
proposed the existence of particular family rules that are specific to families of 
adolescents with eating disorders (e.g. Gordon, 1990; Lieberman, 1995). 
Such rules may be challenged with the family therapy approach (e.g. Minuchin 
et al., 1978). However, Kog & Vandereycken (1985) who could find no empirical 
evidence for any particular form of family characterisation have questioned this 
view.
Evidence for Family Therapy
There is strong evidence that family therapy is an effective treatment for eating 
disorders. For example, the Department of Health Guidelines state that the 
best evidence for the treatment of clients with early onset anorexia is famiiy
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therapy and that there are indications that family therapy may be effective for 
clients with bulimia (Department of Health, 2001).
The literature suggests that family therapy has long been espoused as an effective 
treatment for adolescents with anorexia (e.g. Minuchin et al., 1978; Russell, 
Szmuklzer, Dare & Eisler, 1987). Mitchell and Carr (2000) identified seven valid 
and reliable trials investigating the effects of psychological interventions for 
adolescents with anorexia and bulimia. They found that 90% of clients with a 
shore history of anorexia who had received family therapy improved and that 
gains were maintained at five years follow-up. Only 18% of clients who received 
individual therapy improved, rising to 54% after five years. Despite the above 
evidence, Robin, Siegal & Moye (1995) state that it is only recently that it has 
been subjected to proper empirical scrutiny.
CBT
CBT is based on the relationship between behaviour, cognitions and emotions. 
Cognitive distortions have been identified in a wide range of psychopathology, 
including eating disorders (Gamer, Garfinkel & Bemis, 1982) and often serve to 
maintain dysfunctional behaviour (Fairbum, Shafran & Cooper, 1999). Ultimately, 
eliminating cognitive distortions and dysfunctional behaviours should lead to a 
reduction in psychopathology (Fairbum & Cooper, 1989). Such an approach has 
particular relevance for anorexia and bulimia, where prominent features of the 
disorders include inappropriate behaviours and a vast array of dysfunctional 
beliefs and values conceming body shape, weight and food intake. The cognitive 
component is important in the CBT approach to eating disorders, given the 
assumption that if maladaptive cognitions are addressed and modified, the 
likelihood of relapse is reduced (Hollin & Lewis, 1988).
Evidence for CBT
Literature suggests that CBT is the most effective treatment for clients with 
anorexia and bulimia (Wilson & Fairbum, 1998; Whittal, Agras & Gould, 1999; 
Agras, Walsh, Fairburn, Wilson, & Kraemer, 2000). Treasure, Troop & Ward
(1996) affirm that CBT is considered the 'gold standard' and is especially 
effective.
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A study by Fairburn et al (1995) observed no significant difference between 
bulimic clients treated with CBT and Interpersonal Therapy after a 12-month 
period, aithough both treatments faired significantly better than Behaviour 
Therapy. The paper showed that Interpersonal Therapy is the first 
psychotherapy to demonstrate effects equivalent to those of CBT in the 
treatment of bulimia (Agras et al., 2000). However, Agras et al. (2000) 
replicated the study and found that CBT had a significantly superior outcome 
at the end of treatment in terms of general pathology, interpersonal problems 
and self-esteem. They found that there were significant differences in reducing 
binge eating, purging and dietary restraint. They concluded that CBT has 
specific effects in the treatment of bulimia in reducing primary symptoms. 
However, they found no difference at 12month follow-up, but concluded that 
CBT was significantly faster than Interpersonal Therapy in ameliorating primary 
symptoms and therefore should be the treatment of choice.
The evidence base for both treatment approaches is growing. This essay now 
focuses on a comparison of the evidence base of both treatments.
COMPARISON OF THE EVIDENCE BASE 
Similarities
Early onset Long standing
The evidence base for both theoretical models finds differences in outcome for 
distinct sub-sets of clients with eating disorders. For exampie, Russell et al. 
(1987) conducted a study that compared Family Therapy with individual 
therapy. Their results showed that for clients with an early onset of anorexia (of 
less than 18 years of age) and a short history (of iess than three years) that 
Family Therapy had the best outcome. However, for clients with late onset of 
anorexia after 18 years of age, individual therapy was more effective. Their 
results also suggested that clients with early onset but long history of anorexia, 
or suffering from severe bulimia had poor outcome regardless of treatment.
In a five-year follow-up Eisler, Dare, Russell, Szmukler, LeGrange & Dodge
(1997) found that family therapy was still associated with significant 
improvements for the early onset, short history anorexia sub-group. They also 
found that individual therapy maintained treatment gains although they drew 
caution from the small sample size. The authors concluded that their study
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provides a powerful argument for Family Therapy as the treatment of choice 
with adolescents with anorexia. The poor outcome found in the above study 
for clients with long standing early onset anorexia and clients with severe 
bulimia was maintained after 5-years follow-up. Mitchell & Carr (2000), on 
review of the literature, found evidence that the difference in effectiveness of 
Family Therapy for adolescents with anorexia compared to individual therapy 
reduced as the history of anorexia was longer. Both treatments became less 
effective as the history of anorexia increased.
In a study that looked at the acceptability of treatments, Newton, Robinson, and 
Hartley (1993) found that more clients perceived individual therapy to be of help 
than those that received Family Therapy. 27% found that Family Therapy made 
their situation worse, as opposed to 10% of those receiving individual therapy. 
The study was replicated in Nonvay (Rosenvinge & Kuhlefelt-Klusmeier, 2000) 
with similar results. Only 46% of clients were satisfied with family therapy as 
opposed to 79% satisfied with individual therapy. The Norwegian study 
concluded the clinical heuristic of Family Therapy as treatment of choice may be 
questioned with respect to controlled treatment research as well as satisfaction. 
However, in criticism of both studies, the client groups mean age was around 22 
years of age and the model of Family Therapy used was Structural (e.g. 
Minuchin et al., 1978). This model is confrontational in nature and resumes 
responsibility of eating to the parents of a family. This style of family therapy 
may be in itself unacceptable to a client of 22 years of age who feels that they 
are old enough to take responsibility for themselves.
Perceiving the therapist as expert
The evidence base for both theoretical models show that perception of clinicians 
as expert relates to outcome. For example, both Rosenvinge & Kuhlefelt- 
Klusmeier (2000) and Newton et al. (1993) both found that perception of therapist 
as expert is correlated to a positive outcome and higher satisfaction with the 
service received. The need for experienced staff delivering therapies of 
adequate length is well known within the field (e.g. Palmer, Gatward & Black,
2000). These are perhaps more important variables affecting outcome than the 
specific therapeutic modality used (Okhai, 2001). Indeed, Nielsen, Meller-Madsen,
& Isager, (1998) found that mortality was lower in regions of the country with 
specialised services.
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In relation to the therapist as expert, most of the research has taken place in 
specialist centres with trained therapists. This limits the usefulness of the 
findings that one particular treatment is better than another (Treasure et al., 
1996). It also limits the efficacy of treatment in more real world situations where 
clients with eating disorders are not always seen in specialist centres.
Influence of socio-cultural factors
The author could not identify a study that looked at treatment suitability and 
outcome with regard to cultural background. Anorexia appears only in Western and 
highly Westernised cultures (Crisp, 1980). In Western society there is a cultural 
emphasis on thinness as the desired body shape, particularly for women (e.g. 
Fumham & Alibhai, 1983), an emphasis that even extends to the anorexic body 
shape. Suffers of eating disorders often talk of the social reinforcement that 
accompanies weight loss and maintenance of low weight, and the negative 
comments that accompany gains in body weight and changes In body shape 
(Hollin & Lewis, 1998). However, the research studied in this essay does not 
investigate people from different ethnic backgrounds that have acculturated into 
a Western society and whether Family therapy or CBT is appropriate treatment 
that effects positive outcome.
Usefulness of family
While Hollin & Lewis (1998) advocate a CBT approach, they also claim that 
those in a client's social network can help or hinder therapy, can behave in ways 
that maintain the disorder, and that families can help in the treatment of bulimia 
and anorexia. They conclude that a form of CBT incorporating elements of family 
therapy is an essential component of the overall strategy. Crisp, Norton, 
Cowers, Halek, Bowyer, Yeldam, Levett & Bhat (1991) compared inpatient 
treatment with family and individual therapy, group therapy and no treatment. All 
treatments were more effective than no treatment, but they could find no 
difference between treatments. They concluded that, as the treatments were 
heterogeneous in that input of a client's family was seen as important to good 
outcome, one treatment could not be considered more effective than another.
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Treatments with high therapeutic input are more successful 
Treasure et al (1996), in an editorial assessing the evidence base for eating 
disorders, state that treatments with a high therapeutic input prove to induce a 
better outcome, a statement supported by Crisp et ai. (1991).
Differences
Mean age of participants
Most studies investigating Family Therapy as a treatment modality for anorexia 
have focused on adolescents and shown effective treatment for the condition in 
that age group (Dare, Eisler, Russell, Treasure & Dodge, 2001). For example, 
Wallin, Kronovall & Majewski (2000) had a mean age of 14 and Herscovici & Bay 
(1996) a mean age of 15 years. This puts the overall mean age for these studies 
around mid adolescence. On the other hand, the evidence base for CBT has an 
older mean age of participants. Fairbum et al (1995) had a mean age of 
participants of 30 years, Agras et al. (2000) had a mean age of 28 years and 
Rosenvinge & Kuhlefelt-Klusmeier (2000) had a mean age of 22 years.
Manley, Smye & Srikameswaran (2001) highlight the difference in population with 
adults and children and adolescents with eating disorders. They state that 
individual CBT has not established efficacy in the paediatric eating disordered 
population. Lask (1993b) and Honig (2000) suggest that Family Therapy is more 
effective for children and adolescents. The studies that inciude family therapy 
with a treatment condition that has an older mean age show negative outcome 
(Dare et ai., 2001). Additionaliy, studies that include individual therapy as a 
treatment condition that have a younger mean age show negative outcome (e.g. 
Russell et al., 1987).
Validity and the empirical basis of studies
Family therapy is far from being a unified conceptual system, and within the 
evidence base a number of different models are used. These models constitute 
quite distinct views as to the process of family therapy and mechanisms to bring 
about change. Research investigating the effectiveness of Family Therapy tends 
to use non-specified therapy, or therapies ranging from structural therapy (e.g. 
Minuchin et al., 1978) to Milan therapy (e.g. Selevini-Pazzoli, 1974). Such 
theoretical models have been based on different client groups, where the work 
described by Minuchin and colleagues (1978) was conducted to a large extent
11
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on adolescents with a short duration of illness. In contrast, the Milan group 
(Selevini-Pazzoli, 1974) tended rather to work with chronicaliy ill clients. The 
difference between the treatments reflect the differences in client population 
(Byrant-Waugh & Lask, 1995), and the difficulties in concluding that any one type 
of Family Therapy is an effective treatment for eating disorders.
On the other hand, studies investigating CBT have an advantage as treatment is 
based on the same empirical and procedural basis. The philosophical roots of the 
model have a stronger adherence to experimentally scientific methods 
compared to clinical method and observation for Family Therapy. This was been 
reflected in the early research into the effectiveness of Family Therapy (Bryant- 
Waugh & Lask 1995). However, later studies show stronger research trials that 
are comparable to CBT studies although still there is little known about optimal 
treatments (Bryant-Waugh & Lask 1995). There is a dearth of randomised control 
trials within the literature for the treatment of anorexia (Palmer & Treasure, 1999; 
Dare et al., 2001) and much of the literature on Family Therapy is anecdotal 
and lacking in critical content, especially when applied to treatment. Mitchell 
and Carr (2000) identified only 7 out of 100 valid and reliabie trials investigating 
the effects of psychological interventions for adolescents with anorexia and 
bulimia published between 1977 and 1997.
Comparison between treatments is problematic unless randomised control 
trials are set up in single treatment centres (Vigerson & Anderson, 1977). 
Furthermore, different outcome criteria are used as measurement in the evidence 
base, which causes a problem in comparing treatment (Treasure et al., 1996). For 
example, weight gain is used as an outcome indicator for studies with anorexia, 
and has been found to be the main discriminating factor at outcome (e.g. Crisp et 
al., 1991).
IMPUCAHONS FOR SERVICE PROVISION AND DELIVERY
There is an urgent need to delineate the true extent of rise in incidence of 
eating disorders so that appropriate treatment and prevention facilities can be 
planned (Tumball et al.. 1996). The rise puts added pressure for more services 
treating eating disorders. The increasing demand has triggered unplanned 
burgeoning of services and confronts those charged with planning rational 
provision for the future (Paimer & Treasure, 1999). This essay now attempts to
12
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explore whether the evidence base can inform what future services should look 
like.
Perception of expert
As highlighted in the essay, experienced staff delivering therapies to clients 
with eating disorders has shown to be important, perhaps a more important 
variable affecting outcome than the specific therapeutic modality. This may not 
be fully appreciated by those commissioning or funding services (Okhai, 2001). If 
mortality is indeed lower in regions of the country with specialised services, it is 
a concern that such skills are limited in supply. Newton, Robinson & Hartley 
(1993) found that specialist eating disorder units are distributed unevenly around 
the country and that individuals are often denied specialist help.
Longer treatment means better outcome
Dare et al.'s (2001) study illustrates that longer-term interventions containing 
more sessions produce greater symptomatic improvement than shorter-term 
interventions. The American Psychiatric Association Guidelines (2000) suggest 
that psychotherapy is usually required for at least a year, and that total length 
of treatment could and should be provided for up to six years if needed. This 
has clinical implications for the delivery of services. In order for a service to be 
effective, it should be well funded to be able to provide such a high level of 
input. However, such input may not be necessary for all clients and therefore 
is wasteful (Treasure et al., 1996).
History and onset
Poor outcome in anorexia and bulimia has been associated with a 
number of prognostic indicators, including longer duration of illness and 
increased severity of symptoms (Dawn, Baker, & Towel I, 2001; Treasure et 
al., 1996). If an eating disorder is appropriately diagnosed and treated 
early in its onset, the illness can be short-lived. If it is not treated it may 
run a chronic and unremitting course (Byrant-Waugh & Lask, 1995). Early 
identification and intervention is important to reduce the risk of chronicity, 
which may lead to increased physical and psychosocial morbidity, and 
may improve outcome for both anorexia and bulimia (Bell et al., 2001; Hall, 
Slim, Hawker & Salmond, 1984). However, research into referrals made to a 
Primary Care service by Turnball et al. (1996) established that incidence
13
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rates of bulimia were highest among females aged 20 - 39 years, compared 
to 10 - 19 years for anorexia. They put this comparison due to longer 
average duration of illness of bulimia before detection by the GP. The 
median time for detection was 4 years for bulimia, and 1 year for anorexia. 
They therefore judge that the most likely period of onset for bulimia is 
adolescence. Their research shows that early identification of buiimia is 
difficult, due to the secretive nature of the illness and unobvious symptoms. 
Specialist services need to have a high profile offering an ongoing 
programme of accurate education information that may help the early 
detection and diagnosis of eating disorders to GPs and other health 
professionals working at Primary and Secondary Care levels (Bell, Clare & 
Thom, 2001). Tumball et al. (1996) found that a low level of input, such as a self- 
help book, provided to bulimic clients presenting at a tertiary eating disorders 
clinic produced improvement in 30% without further treatment. They concluded 
by confirming the need for stepped care. A low level of care could be introduced 
at Primary Care level and supported by training for GPs and other health care 
workers operating at lower tiers in the presentation of bulimia (Tumball et al., 
1996). Robinson (1993) considers that suffers of eating disorders with a short 
history do not require as specialist input as those with a long history, and that 
clinical services should be organised around a stepped care approach. This 
would mean that the level of service is tailored to severity, where suffers with 
increasing severity receive more specialist care. In this approach, specialist 
centres would provide interventions to the more severe cases of eating disorders 
as well as training and education to support other levels of care. This approach 
has also been termed the 'hub and spoke' model (Audit Commission, 1997) with 
the highly specialised hub providing support, training and research and clinical 
input into local services.
Age difference
The factors of age, socio-economic status and ethnic grouping particularly 
influence the incidence of eating disorders (Byrant-Waugh & Lask, 1995). 
Therefore, these factors need to be taken into account in the planning of services 
for this client group The evidence base assessed in this essay has highlighted 
a difference in the effectiveness of treatment related to age. Manley, Smye & 
Srikameswaran (2001) highlight the difference in treating eating disorders in 
children and adolescents with adults. A child is often in denial with respect to the
14
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seriousness of their problem, and can deteriorate quickly. Children and 
adolescents often require more aggressive interventions to prevent problems 
that occur due to development, for example growth stunting. Therefore, 
involuntary treatment is likely to be a consideration.
Family therapy is the most effective treatment for young people with anorexia, 
and the effectiveness of CBT in anorexia has only equivocal results (Dare et al.,
2001). However, it is difficult to compare treatment over studies that have 
distinct differences in the ages of participants. Dare et al. (2001) only managed to 
identify two other studies apart from their own which investigate treatment over a 
wide range of ages. This hole in the research is reflected by how traditional 
services have arranged themselves. Many authors have highlighted that eating 
disorders start in early adolescence (Tumball et al., 1996; Hoek et al., 1995; 
Lucas et al., 1991). In fact, age of onset or detection of eating disorders can 
span conventionai divisions between services, where clients may have to transfer 
from one service to another (Palmer & Treasure, 1999). This can pose chalienges 
as specialists are usuaily in adult services where treatment for this group is most 
common (Bell et al., 2001). Agreed protocols for the treatment and transference 
of care of adolescents maybe helpful, as well as the sharing of skills and 
supervision between services (Bell et al., 2001).
Cultural links
The increasing demand on services made by people with eating disorders may 
reflect a transfer of need from other areas of psychiatry and psychology. As is 
apparent in the evidence base, eating disorders develop predominantly in 
females. Fewer than one in twenty referrals are male (Palmer, 2000: cited in Bell 
et al., 2001). This trend illustrates a strong gender predisposition. Treasure et al. 
(1996) argue that women that might have developed depression today might 
develop bulimia. This reflects that eating disorders may be a socially 
constructed disorder that reflects dominant, cultural voices in today's society 
(Duran, Cashion, Gerber & Mendez-Ybanez, 2000). An understanding of the 
sociology and psychology of women and the power of media image can help 
treatment (Bell et al 2001), and offers a respectful process of treatment and 
opens an abundance of possibilities for future research (Duran et al., 2000). The 
growing trend of incidence of eating disorders also has implications on the 
costs of services, both psychological, medical and dental (Treasure et al., 1996).
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To ensure equal access to specialist services, research into cultural and 
sociological issues and effectiveness of treatments for people from different 
ethnic backgrounds suffering from eating disorders should be extensively 
conducted, especially for acculturated populations.
CONCLUSION
This essay has highlighted the difficulty in planning and delivering services for 
people with eating disorders. One such difficulty is the concurrent 
psychopathology in presentation and the complex packages of care needed, often 
requiring professionals from many different health care backgrounds. Specialist 
services should include clinicians that would be able to provide a range of 
psychotherapies, including CBT and Family Therapy. These clinicians should be 
highly skilled and should be aware of the cultural influences that precipitate 
eating disorders. The services should be able to provide a high level of input, and 
this input may need to be maintained for a long period. Specialist services have a 
role in providing education to lower tiers of care, for early detection and 
diagnoses of eating disorders. Finally, traditional services arranged around age 
of clients may not be useful for this client group, as the age of detection often 
spans these services. Ideelly. the whole provision for eating disorders would be 
standardised to include evaluation and innovation built around evidence based 
good practice (Palmer & Treasure, 1999).
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INTRODUCTION
This essay is concerned with the significant obstacles in the identification and 
treatment of dementia in the presence of pre-existing mental impairments. In the 
initial section of this essay, Alzheimer’s disease (AD), learning disabilities of other 
aetiologies (LD) and Down’s syndrome (DS) are defined. The suspected neurological 
link between Down’s syndrome (DS) and Alzheimer’s disease (AD) is discussed. 
There is a concentration of studies on the problems associated with the assessment 
of AD in DS, however the scope of the essay is extended to assessment of AD in 
learning disabilities of other aetiologies (LD). The penultimate section of the essay 
looks at the current status of treatment of dementia in adults with LD. It is concluded 
that, despite many problems associated with assessment, rigorous longitudinal 
assessment procedures can be effective in detecting AD in people with LD. 
However, more research needs to t)e conducted on the treatment of dementia in the 
LD population, as currently there is a dearth of literature on this subject.
Definition of AD
AD is an insidious degenerative disease (Thompson, 1999b), presenting clinically as 
a progressive dementia characterised by continued declines in functioning (Burt & 
Aylward, 1999). It is irreversible and significant improvements are not observed. 
Typically, the onset is 40 years of age onwards and the prognosis is death, normally 
within two to five years (Bums & Levy, 1994: cited in Thompson, 1999b). Clinical 
psychologists and psychiatrists on the whole accept the DSM-IV (American 
Psychiatric Association [APA], 1994) criteria for the diagnosis of dementia 
(Thompson, 1999a). For a diagnosis, an individual has to present deterioration in 
seven areas (APA). The first is an impairment of memory, both the inability to learn 
new Information (i.e. short-term memory), and an inability to remember information 
that was once known to an individual (i.e. long-term memory). The other areas of 
deterioration required for a diagnosis of dementia are as follows; impairment in 
abstract thinking; impaired judgement; evidence of disturbances of higher cortical 
function (for example, aphasia; apraxia; agnosia; constructional difficulty); personality 
change, or exaggeration of personality traits; a specific organic factor; and finally an
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absence of a non-organic factor as a reason for the symptoms (for example, 
psychosis or depression).
This essay focuses on Alzheimer’s disease (AD) for two reasons. Firstly, it is the 
most common form of dementia in all populations, accounting for more than 50 
percent of all cases of dementia over the age of 65 (Katzman, 1976). Secondly, as 
explained below, there appears to be a neurological link with DS.
Defining LD and DS
It is estimated that 2% of the UK population have a LD (Thompson, 1999b). LD is a 
very broad term and has been used to describe people of a low intelligence, that is an 
IQ below 70 (Wechsler, 1981). However, it is now more common to talk of individuals 
in terms of their abilities and that individuals with LD are dependant on others to a 
varying degree because of a cognitive impairment (Thompson, 1993). Down’s 
Syndrome is one of the most frequently observed forms of learning disability 
(Thompson, 1999b), and a neurological characteristic of PS is the presence of an 
extra gene on chromosome 21 (Sherman, Takesu, Freeman & Grantham, 1991: cited 
in Thompson, 1999b).
Following a review of the literature, Bauer & Shea (1986) concluded that a significant 
relationship between AD and DS exists. Neuropathology consistent with AD, that is 
neuronal loss, neurofibrillary tangles and neuritic plaques are displayed in the 
majority of people with DS older than 35-40 years of age (Wisniewski, Dalton, 
Crapper, McLachlan, Wen & Wisniewski, 1985; Evenhuis, 1990; Temple, Jozsvai, 
Konstantareas & Hewitt, 2001). This has become more salient because, in 1929, the 
life expectancy of people with DS was as low as 8 years (Baird & Sadvonik, 1988). 
However, due to improved medical care, up to 70% of people with DS can expect to 
live beyond 40 years of age (Evenhuis, 1990). As age is the major risk factor for 
developing dementia (Aylward et al., 1997) this population can expect to develop 
neuropathology consistent with AD.
AD Is the most common form of dementia in people with DS, typically 50 -  70% of all 
presenting dementias (Burt et al., 1998). Heston (1984: cited in Bauer & Shea, 1986) 
suggested a genetic relationship between DS and AD, and found DS to be 
significantly more common in families where AD was prevalent. Further interest in 
this link was stimulated by discoveries of two distinct markers of AD to chromosome
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21 (Thompson, 1999b). Although these discoveries show the possibility of a close 
genetic link, environmental factors also play an important role (Thompson, 1999b). 
Indeed, only a proportion of the DS population exhibit the full dementia syndrome 
(Holland, 1994) and estimates of clinical dementia range from only 15 -  45% of 
people with DS, with mean onset 52 years (Prasher & Krishan, 1993). This 
discrepancy between clinical and neurological signs of dementia is one of the most 
debated aspects of the association between DS and AD (Cosgrave, Tyrell, McCarron, 
Gill & Lawlor, 2000). One reason for the discrepancy may be the diverse definitions 
of "dementia" proposed by different professions of distinct professional viewpoints 
(Thompson, 1999b). For example, a neuropsychologist may propose a functional 
viewpoint, and therefore such variants as adaptive behaviour (Dalton & Wisniewski, 
1990) will be assessed. A neuroanatomist, whose criteria for dementia will be based 
on such technologies as Computerised Tomography Scanning or Magnetic 
Resonance Imaging (Thompson, 1999a), may adopt a structural viewpoint. Another 
proposed reason for the discrepancy between clinical and neurological presentation 
is that congenital or environmental factors play a role in determining either the age of 
onset or indeed whether it develops at all (Temple et al., 2001; Burt, Loveland, 
Primeaux-Hart, Chen, Phillips, Cleveland, Lewis, Lesser & Cummings, 1998). 
Finally, the difficulties associated with assessment of this population may also 
contribute to the discrepancy. These difficulties are discussed below.
A review of the literature concerning the wider LD population is included in the essay 
although there may be assumptions underlying this process. For example, the 
neurological link alluded to further in this essay may challenge the assumption that 
the profile of deterioration in dementia is the same in persons who have DS and 
those persons with LD (Oliver, 1999). Furthermore, there have been few studies 
which have focused on dementia in other aetiologies within the learning disabled 
population (Cooper, 1997a; Cooper, 1997c) and as it is unknown whether the results 
from DS studies can be translated to the wider LD population. However, global 
cognitive impairments found in demented individuals with DS have been found to be 
suggestive of severe dementia in premorbidly “normal" patients with AD (Haxby, 
1989). Therefore, some translation seems acceptable.
It is crucial that the early detection of dementia is made to enable effective treatment 
and service planning and dissemination of reliable information to individuals, families 
and carers (Dalton, 1992). However, a minimum of six months duration of decline in
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symptoms is needed to obtain a diagnosis of AD (Temple et al., 2001). This 
diagnostic necessity is complicated in the assessment of DS and LD populations by 
factors considered below, as well as compounded by the effects of normal ageing 
(Dalton, 1992).
THE DIFFICULTIES OF ASSESSMENT OF DEMENTIA IN ADULTS WITH A LD 
Différent criteria for diagnosis of dementia
There is difficulty in constructing a useful operational definition of dementia in 
individuals with the level of mental disability characteristic of persons with DS 
(Heston, 1984). This may in part explain the lack of diagnostic consensus that still 
exists between professionals (Burt et al., 1998). For example, there is debate in the 
literature as to whether the International Classification of Diseases ([ICD-10] World 
Health Organisation [WHO], 1992) classification is more appropriate than the DSM-IV 
(APA, 1994) in diagnosing dementia in individuals with intellectual impairments. ICD- 
10 (WHO) places more weight on non-cognitive aspects of dementia such as decline 
in emotional control and social behaviour change, which are often the first identified 
signs of dementia (Evenhuis, 1990), and may be more adequate in diagnosing DS 
individuals than DSM-IV (APA) (Visser, Aldenkamp, Huffelen, Kuilman, Overweg & 
van Wijk 1997). DSM-IV focuses on cognitive change (Aylward et al., 1997) and this 
distinction may be important in assessing individuals with limited verbal skills as the 
use of DSM-IV may lead to an underreporting of cases of AD (Tyrell, Cosgrave, 
McCarron, McPherson, Calvert, Kelly, McLaughlin, Gill & Lawlor, 2001). Conversely, 
Eisner (1983) suggests that there is a low incidence of behavioural or overt t>ehaviour 
changes due to AD in persons with DS. Furthermore, due to difficulties in the 
assessment of this population, behavioural changes consistent with dementia are 
frequently undetected (Miniszek, 1983: cited in Bauer & Shea, 1986). Indeed, 
neurological test batteries have been shown to detect changes in mental status not 
observed in carers' reports (Haxby, 1989) and when the possibility of dementia was 
not highlighted cases of AD were under-reported (Cosgrave et al., 2000).
Varying cognitive abiiities
The deterioration of individuals with a mild LD due to AD may be similar to the 
general population, whereas individuals with more severe LD may show very different 
declines (Burt & Aylward, 1999). However, low premorbid functioning may hamper a 
diagnosis of dementia (Evenhuis, 1996; Bauer & Shea, 1986). Memory loss and 
disorientation, hallmarks of the illness, are not easily recognisable in severely
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disabled subjects (Evenhuis, 1990). Low premorbid functioning can have significant 
effects on performance in all functional areas (Burt, Loveland, Chen, Chuang, Lewis 
& Cherry, 1995) and recent assessments may not be interpreted as a deterioration of 
cognitive function (Oliver, 1999). Furthermore, language-laden tests are unlikely to 
motivate or be understood by individuals who are nonverbal (Oliver, 1999). Severely 
impaired persons are more likely to live in institutions and cognitive and behavioural 
changes are more likely to be absoited by incremental management by the service 
and may be lost. The assessment of the more severely impaired relies heavily on 
carer reports regarding behavioural changes (Evenhuis, 1990), which are subject to 
questionable reliability and validity. Moreover, behavioural changes in the less 
severely impaired DS population may be difficult to assess due to the perceived 
stereotype of the personality of non-institutionalised persons with DS (Gibbs & 
Thorpe, 1983; cited in Bauer & Shea, 1986).
Furthermore, it has been suggested that higher functioning may be a protective factor 
for the development of AD (Temple et al., 2001). However, these findings were not 
replicated in other studies (Zigman, Schupt, Lubin & Silverman, 1987; Dalton & 
Wisniewski, 1990; Visser et al., 1997) where the existing level of cognitive functioning 
had little influence on the onset of AD.
Tests of AD
Elills, McCulloch & Corley (1974: cited in Thompson, 1999b) argue that before 
agreement of diagnostic criteria can be generally accepted, the signs of natural 
ageing in DS should be ascertained. However, conclusive evidence to distinguish 
clinical features of dementia from normal ageing in DS population is still not available 
(Thompson, 1999b) despite specific neuropsychological assessments to detect age- 
related deficits.
There is a need for standardised diagnostic procedures for AD in individuals with LD 
(Aylward et al., 1997), as individuals have been misdiagnosed, or contrary, some 
individuals have been overlooked (Cosgrave et al., 2000). However, assessing AD in 
DS with cognitive tests or rating scales presents significant problems to clinicians and 
researchers because of the varying impairments of this population (Oliver, 1999). 
Das, Mishra, Davidson & Naglieri (1995) proposed that the same scale for measuring 
dementia should be given to both learning disabled and non-learning disabled 
populations across the adult age span. In a cross-sectional study they found that the
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Dementia Rating Scale (DRS; Mattis, 1988) detected a sudden decrease of abilities 
above the age of 50 for the DS group. However, the study did not attempt to control 
for cognitive ability and no baseline measure of individuals' level of functioning was 
obtained. These factors, combined with a small sample of DS participants over 50 
years, suggest that results from this study should be interpreted tentatively. In 
another attempt to transfer the DRS to a DS population, McDaniel & McLaughlin 
(2000) controlled for level of learning disability, and found that an increase in severity 
of intellectual impairment resulted in a higher frequency of symptoms related to AD. 
They concluded that the DRS could be used with different levels of ability. However, 
the mere presence of cognitive impairments does not equate to a diagnosis of 
dementia, because often these impairments have been present throughout the 
person's life (Deb & Braganza, 1999). Also, levels of adaptive behaviour are very 
closely linked to level of LD (Zigman et al., 1987; Prasher, 1999). By their own 
admission, McDaniel & McLaughlin (2000) concluded that few individuals with severe 
LD had a level of receptive language to yield meaningful results. This highlights a 
major obstacle in using standardised instruments with DS population, as 
performances on such tests may be poor even in a non-demented population at 
baseline due to low premorbid intelligence (Jones, 1987; Thompson, 1999b; Tyrell et 
al., 2001). If an individual with a severe or profound learning disability is unable to 
score at a level above test error this causes floor effects, which have direct impact on 
the reliability, validity and standard error of the test (Oliver, 1999; Thompson, 1999b). 
Furthermore, tests standardised for the general population do not have validated cut­
off scores for a diagnosis of dementia for the DS population of varying abilities (Deb 
& Braganza, 1999).
None of the standardised instruments of measurement of dementia in the general 
population are appropriate for assessment of severely impaired DS individuals 
(Dalton & Wisniewski, 1990). This issue has been addressed in the literature, and 
measures looking it changes in adaptive behaviour (Dalton & Wisniewski, 1990; Burt 
et al., 1998; Prasher & Chung, 1996) and objective performance to measure cognitive 
impairment (Cosgrave, McCarron, Anderson, Tyrell, Gill & Lawlor, 1998) have been 
proposed. However, there is a lack of standard diagnostic measures and procedures 
(Prasher & Filer, 1995), which has led to significant differences among research 
groups regarding such basic figures as incidence and prevalence (Aylward et al., 
1997; Deb & Braganza, 1999; Tyrell, Cosgrave, McCarron, McPherson, Calvert, 
Kelly, McLaughlin, Gill & Lawlor, 2001). Tyrell et al. (2001) found that comprehensive
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studies with a large number of subjects employed a variety of neurological test 
batteries, adaptive behaviour scales and carer-rated scales. Prevalence figures 
differed widely from 4.4% of the population (Devenny et al., 1996) to 20.9% (Roeden 
& Zitman, 1997). However, adaptive behaviour assessments have the advantage of 
being directly related to treatment planning (LeBlanc & Matson, 1997), and research 
has focused on two scales, the American Association on Mental Deficiency Adaptive 
Behaviour Scale (AAMD-ABS; Nihira, Foster, Shellhaas & Leland, 1974; cited in 
LeBlanc & Matson, 1997) and the Behavioural Scales (Joiner & Krantz, 1979: cited in 
LeBlanc & Matson, 1997). These measures are sensitive enough to determine 
change in functioning but are not compatible with current diagnostic criteria. 
Measures such as the Down Syndrome Dementia Scale (DSDS; Gedye, 1995: cited 
in Tyrell et al., 2001) and the Dementia Questionnaire for Persons with Mental 
Retardation (DMR: Evenhuis, 1992) for the general learning disabled population are 
being validated. These questionnaires do not directly measure cognitive decline 
(Tyrell et al., 2001). Development of DSDS has considered the difficulties of direct 
assessment of DS individuals and hence does not depend on direct participation of 
the individual and only assesses behaviours that have appeared recently. However, 
this scale was adapted from a questionnaire designed for non-intellectually disabled 
populations (Newroth & Newroth, 1980: cited in Deb & Braganza, 1999) and the 
usefulness of some ltem§ are questioned (Deb & Braganza, 1999), Although similar 
validity issues were raised in relation to the DMR, both scales hold good agreement 
with diagnoses obtained by clinicians (Deb & Braganza, 1999). Direct assessments 
of individuals is critical to supplement information supplied by carers, because carer 
reports are often unreliable in reporting memory and other cognitive functioning (Burt 
& Aylward, 1999).
Assessments using only one modality could misrepresent actual memory functioning 
(Burt & Aylward, 1999), as often in LD individuals there can be considerable 
differences in baseline verbal and nonverbal memory skills. It has been suggested 
that electroencephalogram (EEG) readings may be useful as a diagnostic aid if 
regular EEG recordings are taken (Visser et al., 1997), which if substantiated and 
validated, could be a huge advancement in the detection of AD. Late onset epilepsy 
is strongly suggestive for dementia (Evenhuis, 1990; Visser et al., 1997; Prasher & 
Filer, 1995) and the ratio (between 78% and 98% for these studies) in this population 
with dementia is much higher than for the general population, found to be 10%
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(Hauser, Morris, Heston & Anderson, 1986). However, late on-set epilepsy cannot in 
itself be a measure of AD.
Other diagnosis effecting resuits
People with DS often have sensory and physical impairments, such as visual and 
hearing impairments and hypothyroidism (Evenhuis, 1990; Oliver, 1999). These 
specific impairments lower test scores as often individuals cannot see items on the 
test or hear instructions from the examiner, often resulting in a misdiagnosis of 
dementia (Oliver, 1999). Such impairments may contribute in the development of 
mental dysfunction, although this needs to be evaluated (Evenhuis, 1990). Sensory 
impairments would also confound daily living skill assessments and hypothyroidism 
has shown to particularly influential in misdiagnosis (Thase, 1982: cited in Oliver, 
1999). Unfortunately, normal ageing in DS leads to an increase in these 
impairments.
There is a probability that psychiatric symptoms are more common in dementia 
populations (Moss & Patel, 1995; Cooper, 1997e). Depression within DS individuals 
is on the increase due to an increase in life expectancy leading to the experience of 
more significant life events such as parental bereavement (Oliver, 1999). Psychiatric 
conditions such as depression and anxiety are known to exacerbate individuals' 
scores on cognitive tests (Kaufman & Lichtenberger, 1999) and influence adaptive 
behaviour (Cooper, 1997a; Dalton & Wisniewski, 1990). Indeed, Evenhuis (1996) 
found that the presence of sensory loss, mobility impairment, chronic physical 
disease or psychiatric conditions caused the misdiagnosis of AD in 54% of their AD 
group (a similar result was found by Burt et al. (1998). To further compound 
assessment difficulties, bereavement and the associated clinical manifestations of 
depression depend on the individual's developmental level, particularly verbal 
language skills, which makes behavioural reporting difficult. This underscores the 
need for gathering information on behaviour to confirm changes as well as 
consideration of detailed medical, neurological and functional evaluations (McCallion, 
1999; Chicoine, McGuire & Rubin, 1999).
Research Methodology
Comparisons of research studies are hampered by the lack of standard diagnostic 
procedures (Aylward et al., 1997). However, the most important concept for 
diagnosing dementia in persons with an intellectual disability is their decline in
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functioning over time (Evenhuis, 1996). Individuals’ current levels of functioning 
should be compared to their respective baseline scores. The research and 
assessment methodology that supports this diagnostic feature of AD is a longitudinal 
methodology. Interpretation of score changes over time will always produce the most 
valid results and is an essential requirement before sufficient information is obtained 
to make a diagnosis (Aylward et al., 1997; Evenhuis, 1996; Burt et al., 1998). 
However, the longitudinal approach requires large funding grants for research groups 
and place high resource demands on clinicians (Thompson, 1999b). Additionally, 
longitudinal studies suffer from the natural attrition of subjects (Thompson, 1999b) 
and can have different lengths of time to follow-up, which makes comparison of 
studies tentative (Temple et al., 2001). Additionally, assessments of individuals can 
suffer from cohort effects (Oliver, 1999) and upon changing demands required in the 
everyday life of the individual (Aylward et al., 1997).
Cross-sectional research studies do not control for cohort effects (Dalton & 
Wisniewski, 1990; Prasher, 1999), such as the differences in age related premorbid 
functioning and adaptive behaviour skills. Furthermore, within the cross-sectional 
methodology, one cannot state a decline in skills with age, only that older adults 
function at a lower level because the reported decline in skills may be due to a whole 
range of inter-individual and intra-individual variability for different age ranges 
(Prasher, 1999).
Retrospective studies (e.g. Barcikowska, Silverman, Zigman, Kozlowski, Kujawa, 
Rudelli & Winiewski, 1989) are fraught with difficulties, because the quantity and 
quality of information varies widely and can be subjective. Also, the methodology has 
little or no application to clinical practice.
Non-population based studies assessing prevalence rates of dementia in DS have 
been conducted (e.g. Tyrell et al., 2001; Temple et al., 2001; Burt et al., 1998). Such 
samples are problematic, as absolute representations of individuals with DS cannot 
be truly ascertained, and clinic based studies may show a higher proportion of 
individuals with AD.
As well as the method of assessment being important, so is consideration of the 
context of the individual being assessed. It is unclear how long-term effects of 
institutional living and lack of access to stimulation interact with cognitive ability and
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behaviour in later life (Oliver, 1999). However, institutional living can have an impact 
of the prevalence of AD in DS (Temple et al., 2001; Oliver, 1999). One reason for 
this could be that individuals in institutional care have less access to stimulation, and 
are often people who have had less access to education and employment, which are 
all negative modulating factors for the development for AD. Temple et al. (2001) 
found higher cognitive functioning was a protective factor for the development of AD, 
which highlights the importance of research studies controlling for such factors in 
their sample, as individuals in institutional care are more likely to have severe 
impairments. Secondly, the level of knowledge about AD and DS may vary widely 
between carers in different or even the same context. Problems may arise from this 
such as an underreporting of treatable conditions such as depression and an over 
reporting of AD (Oliver, 1999). There is a possibility that staff may attribute decline 
associated with ageing, such as sensory loss, to the progression of AD (Oliver). 
However, it has to be considered that individuals that live in the community could 
once have lived in institutions, especially older ones (Prasher, 1999).
This essay now considers the current status of treatment of AD in adults with an LD.
TREATMENT OF DEMENTIA IN ADULTS WITH A LD
The diagnosis of dementia in an individual with an intellectual impairment in itself 
carries no connotation concerning treatment approach (APA, 1994), and dementia 
could be progressive, static, reversible or irreversible (Aylward, Burt, Thorpe, Lai & 
Dalton, 1997). indeed, the literature rarely makes distinctions between types of 
dementia in studies, and it is possible that other dementias lead to different patterns 
of deterioration (Cosgrave et al., 2000). Rigorous, suitable assessments for AD in 
DS are of little significance unless the information is able to inform and improve 
services for this population and for their carers and families (Bauer & Shea, 1986).
Management and treatment issues have been highlighted as being the most 
important areas of research (Prasher, 1999) and currently there seems to be a dearth 
of literature in this area. One reason could be the lack of consensus on what 
constitutes dementia in this population as therapeutic trials and evaluations of new 
diagnostic tests rely strongly on accepted criteria for diagnosis (Aylward et al., 1997). 
There is a need to conduct research into techniques for treatment that will inform 
clinical practice, especially as treatment is likely to be geared away from 
psychological approaches (Cooper, 1997b).
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Treatment for the individual
Treatment should be tailored around the needs of the individual, not the needs of the 
carers (LeBlanc & Matson, 1997) and the focus should be on skill maintenance 
(Cooper, 1997a). Adjusting communication to suit the individual is seen as vital for 
continued care (McCallion; Bauer & Shea, 1986). McCallion (1999) describes an 
approach that shifts attention from impairments to individuals' strengths to maintain 
communication and independence. The importance of a thorough understanding of 
the different aspects of memory function in order to design effective interventions is 
highlighted. The intervention has five parts: strengths identification; environmental 
modification; good communication; memory aids; and taking care of the carer. 
Though the approach was modified from a model designed for the general population 
(Toseland & McCallion, 1998), if the adapted model is applied early enough 
independence and living skills can be maintained for a considerable period of time 
(McCallion, 1999). Unfortunately, similar approaches designed for adults with LD 
have not been reviewed, although they are available for other populations 
(McCallion).
For the general population Tacrine, an acetylcholinergic agonist, may help slow the 
deterioration of memory although, in application to the LD population, the side effects 
of the drug may be worsened by the common associated physical difficulties 
(LeBlanc & Matson, 1997). At this stage, the possible benefits of pharmacological 
treatments have not been shown with LD populations (LeBlanc & Matson).
Because of the false belief that all people with DS will develop AD, over reporting of 
AD occurs (Chicoine, McGuire & Rubin, 1999). In light of the associated conditions 
of this population, a major part of treatment should be the evaluation and treatment of 
potentially reversible causes for a decline in functioning, such as depression or 
thryoidism or even psycho-social causes (Chicoine, McGuire & Rubin, 1999; Dalton, 
1992; LeBlanc & Matson) which could reduce costly mistakes in the development of 
treatment plans.
impact on carers and families
Experiencing the decline of an individual with AD can be both physically and 
emotionally draining (McCallion, 1999) and care carries a high level of burden (Periin, 
Mullan, Semple & Scaff, 1990). It is likely that carers and families’ abilities to
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continue to care for an individual will be influenced by whether the individual develops 
maladaptive behaviours, unfortunately they are common in this population (Cooper, 
1997a). The degree of decline of adaptive behaviours has been shown to be 
indicative of whether a carer feels cause for concern (Prasher & Filer, 1995). Efforts 
should be made to inform the carers of the relationship of AD and DS and programs 
should be developed to train caregivers and families in the identification of AD (Bauer 
& Shea, 1986; McCallion, 1999). Helping them to recognise that feelings of anger, 
helplessness and guilt are common in carers of people with AD may help to alleviate 
a sense of isolation (Bauer & Shea, 1986). Families can take an active part in care 
management as programmes that share care between the family and formal 
organisations can sen/e individuals with AD most effectively (Safford, 1980).
Impact on services and policymakers
As a review of the literature suggests, the population of people with learning 
difficulties is ageing and becoming more susceptible to dementia. Cooper (1997b) 
showed that elderly people with learning disabilities are less likely to receive health 
care and social services than younger people with learning disabilities despite being 
more vulnerable to psychiatric and physical illnesses. Because of the change in life 
expectancy for people with LD, service models in the past were tailored around 
issues of skill and independence acquisition (McCallion, 1999). However, due to the 
progressive irreversible nature of AD, organisations will need to be able to provide 
suitable palliative care. An awareness of the impact that dementia will have on their 
service (Udell, 1999) and how service provision will evolve over time as their clients' 
needs change is vital (Bauer & Shea, 1986). Important decisions will need to be 
made such as whether a service has the provision and expertise to care for these 
individuals, or whether to find alternative care. Udell (1999) identifies that services 
undertaking re-organisation need to ask the following questions: is the house 
accessible; do we need assertive devices; have we enough staff; and do we need 
more funding? Training and support of staff is a necessity whilst the needs of an 
individual rapidly alter. Services already deal with challenging behaviours in 15% of 
their population (Cooper, 1997d). However, due to the nature of AD as populations 
grow older maladaptive behaviours will increase and services will need to be able to 
deal with individuals who develop challenging behaviours for the first time (Cooper, 
1997a). Finally individuals with AD often require more intense and structured 
services.
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Kendall, Rinck & Wright (1999) advocate that organisations that serve people with LD 
should combine efforts with organisations that serve the elderly and those that serve 
people with dementia in order to effectively combine efforts to serve people with LD 
and AD. This approach would be multidisciplinary, and understanding of 
philosophies and mission statements would need to happen with perhaps new 
services developing. But, the obstacles faced in operationalising such a merge would
be considerable (Kendall, Rinck & Wright, 1999). However, common
neuropathologies, similar client behaviour issues and unique professional
competencies argue for the need for training across networks.
DISCUSSION
Until recently, the focus of concern in the field of intellectual disabilities singled out 
ageing persons with DS, this focus has now broadened to include individuals of all 
aetiologies as greater number of individuals live to an older age. Rigorous 
longitudinal assessment is the most effective assessment methodology. 
Assessments need to consider the varying cognitive abilities of individuals and the 
use of valid and reliable tests is imperative. Carer reports should substantiate direct 
assessments. People with LD and AD are more susceptible to psychiatric and 
physical and sensory impairments, which directly effect assessment. Thorough 
medical and functional behaviour evaluations should run parallel to assessments of 
AD to rule out these factors, and an understanding that carers' knowledge of AD may 
affect assessment is needed.
Finally, treatment should be tailored around the needs of the individual and k>e 
orientated around skill management. As of yet, pharmacological treatments have not 
been shown to be effective with this population. Psychiatric conditions should be 
treated, whilst support and information given to carers. Finally, services need to 
reorganise in response to the increasing need of the LD population as they become 
more susceptible to dementia. However, there is a dearth of literature on treatment 
of this population, and this needs to be addressed.
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INTRODUCTION
This essay critically discusses two psychoanalytical concepts applied to children and 
young people that have been maltreated. The first concept is the concept of the 
Internal Working Model (IWM) within attachment theory (Bowlby, 1973), and the 
second psychoanalytic concept is countertransference.
Firstly, a rationale for focussing on maltreated children is provided. An explanation of 
the concept of the internal working model (IWM) and how it may enhance a clinical 
psychologist's understanding and practice with maltreated children follows this. The 
second concept, countertransference is described and how it can enhance 
understanding of and practice with maltreated children. The essay is structured as 
such for the sake of clarity, but when the concept of countertransference is discussed 
the concept IWM is referred to. Finally, the empirical support for both concepts will 
be critically discussed as will the link between these concepts.
RATIONALE FOR FOCUSSING ON MALTREATED CHILDREN
For the purpose of this essay, the term maltreated applies to children that have been 
physically, emotionally and sexually abused. Attachment theory is a useful concept 
for understanding abuse in families (Alexander, 1992). There has been much 
attachment theory research that has focussed on maltreated children (e.g. Aber & 
Allen, 1987: Shapiro & Levendosky, 1999). Pearce & Pezzot-Pearce (1997) claim 
that the IWM is a crucial concept in understanding the link between abuse and 
developmental outcome of children. Furthermore, the concept of countertransference 
is also very relevant to the treatment of maltreated children (Pearce & Pezzot-Pearce, 
1997).
THE CONCEPT OF THE INTERNAL WORKING MODEL (IWM)
Psychoanalytic theories make a core assumption that parents' responses to their 
children are heavily influenced by their expectations based on past experiences with 
their own parents (Fraiberg, Adelson & Shapiro, 1975). Attachment theory, derived
45
Child and Adolescent Essay
from the work of Bowlby (1973), is no exception to this. Attachment theory is a 
combination of these psychoanalytic ideas and developmental psychology. The 
basic proponent of attachment theory is that the process of early interactions with the 
primary caregiver forms a mental representation, which a child internalises about 
his/her experiences of this relationship (Pearce & Pezzot-Pearce, 1997). This mental 
representation is called an internal working model (IWM).
The IWM has two important elements (Pearce & Pezzot-Pearce, 1997). Firstly, a 
child's IWM contains expectations and feelings associated with the availability and 
responsiveness of their primary caregiver. For example, children who have been 
physically abused typically have experienced relationships that were based on power 
struggles and coercion (Crittenden, 1992). They may expect and experience their 
caregiver as untrustworthy and uncaring. The second element is that a child’s IWM 
contains representations about their own role in the relationship with their primary 
caregiver (Pearce & Pezzot-Pearce, 1997). Children who have been physically 
abused typically view themselves as incompetent and incapable of obtaining care 
(Crittenden, 1992). A core assumption of attachment theory is that the views and 
expectations contained in the two elements that is collected from experiences of the 
relationship with the primary caregiver is internalised and generalised to others 
(Pearce & Pezzot-Pearce, 1997). Therefore, if a child experiences their caregiver as 
untrustworthy and uncaring, this contributes to a more general model of others being 
untrustworthy and uncaring. The child would experience themselves as incompetent 
and ineffective in relationships with other individuals. The IWM is therefore a mental 
construction that forms the basis of the personality (Alexander, 1992).
UNDERSTANDING MALTREATED CHILDREN
This essay now discusses the application of the IWM concept to the understanding of 
and practice with maltreated children. It must be acknowledged that maltreatment 
does not necessarily result in psychological problems (Pearce & Pezzot-Pearce, 
1997). However, research into early attachment relationships, abuse and 
psychological seleaque has shown that it is a major risk factor (Rosenstein & 
Horowitz, 1996).
The concept of the IWM provides a useful framework for understanding abused 
children’s difficulties in forming and maintaining satisfying social relationships, and 
displaying aggressive behaviour towards others. The IWM holds unconscious rules
46
Child and Adolescent Essay
for processing attachment-related information, which shape beliefs, reactions and 
perceptions of individuals that a child encounters in the future. Hence, the IWM 
provides a template for social relationships and acts as a guide to social behaviour 
(Pearce & Pezzot-Pearce, 1997). Therefore, the IWM provides the hypothesis that a 
maltreated child with unstable attachments may expect and interpret a situation 
differently from a child who had a stable attachment. Furthermore, their subsequent 
reactions to the situation may differ.
Maltreated children have a biased pattern of processing social information (Dodge, 
Bates & Pettit, 1990: cited in Pearce & Pezzot-Pearce, 1997) and can misperceive 
and misinterpret social interactions. Situations can be seen as potentially hostile and 
so children may display aggression in an attempt to protect themselves. Within an 
abusive relationship with a caregiver, a child internalises the behaviours of the 
victimiser and these behaviours become part of the child's knowledge of how to act 
(Bolen, 2000) making aggressive behaviour from children more acceptable and 
probable (Mueller & Silverman, 1989). The stability of the IWM of self and others has 
major clinical implications as it provides a framework for understanding how the 
repeating cycles of abuse might be perpetuated.
The IWM is a useful concept for thinking about maltreated children's difficulties with 
self-esteem. If a child has a belief that they are unworthy of having positive 
relationships or that others are uncaring in relationships their enthusiasm to initiate 
and maintain peer relationships would be low. The lack of enthusiasm would lead to 
further incidents of rejection. A vicious cycle would occur because rejection would 
reinforce their IWM of others as rejecting and of themselves as unworthy of 
friendships (Pearce & Pezzot-Pearce, 1997).
INFORMING PRACTICE WITH MALTREATED CHILDREN
The concept of the IWM provides a rationale for therapeutic treatment. A child's IWM 
can affect the range of what can be perceived, how perceptions can be interpreted 
and how a child behaves as a result. The basic assumption of attachment theory is 
that a child's initial relationship with caregiver in all probability affects and predicts 
later relationships (Bowlby, 1973). It also notes that continuity in a child's 
development, within their interpersonal and other environmental experiences, 
maintain developmental trajectories already established. Therefore, a child’s 
experiences are often consistent with IWM of self and others, as highlighted by the
47
Child and Adolescent Essay
above description of low self-esteem in abused children. An IWM can be altered 
when a child's experience runs counter to their internal working model. Therefore, 
experiences of relationships with caregivers that are trustworthy and caring within a 
context that is predictable, sensitive, caring and firm can help children modify their 
IWM. A therapist should endeavour to provide such a secure base (Bowlby, 1973) 
and context within the therapeutic process.
In working with abused children it must be acknowledged that IWMs become 
ingrained and operate outside of awareness. Therefore, it may be helpful to see 
aggressive behaviour towards peers as a defence to emotional pain or a 
misperception of threat rather than evidence that the child is “bad” or “damaged”. 
Such interpretations would be helpful for school or at home, where aggression 
towards others may occur frequently. Indeed, the perceptual biases described above 
may be viewed as a protective factor, as an abused child may have had to scan and 
evaluate for threat in a caregiver.
Abused children’s IWM may contain a belief that they are ineffectual and powerless in 
eliciting secure care from others. This may also apply to being powerless at 
terminating abuse, which may be further reinforced by their caregiver’s manipulation 
and coercion (Pearce & Pezzot-Pearce, 1997). It is vital to take this into account 
when working with abused children as the systems designed to protect children, such 
as local child protection agencies, may respond in ways that diminishes the child’s 
self-efficacy and reinforce their poweriessness. This can inadvertently replicate some 
elements of the original maltreatment. This dynamic may apply to the clinical 
psychologist who received an urgent referral. A clinician may feel compelled to 
develop a quick formulation to explain the child’s symptoms and emotional difficulties 
(Pearce & Pezzot-Pearce, 1997). The process of assessment can place 
considerable pressure on the child to provide a full account of the actual 
maltreatment during the first few sessions. This could replicate the child’s experience 
of coercive interactional patterns with their caregiver. Such an assessment gives 
further evidence of their poweriessness and confirms the child’s expectations of 
untrustworthiness (Pearce & Pezzot-Pearce, 1997). Therefore, an assessment 
where a child is in control of the speed of disclosure is the optimum. Further 
confirmation for an abused child that adults are untrustworthy would be if a clinician, 
whilst giving reassurance prior to disclosure, were to give unrealistic expectations 
about what might happen after disclosure. Often, post-disclosure a child’s world may
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become traumatic and the family may deny that the abuse ever occurred. Therefore, 
the child should be provided with informed consent prior to disclosure, and be made 
aware of the permutations that disclosure of abuse might bring. Sources of support 
should also be highlighted for the child. A child should be made aware of the 
possibility of the experience of stigmatisation, which would exacerbate their low self­
esteem (Pearce & Pezzot-Pearce, 1997).
COUNTERTRANSFERENCE
This essay now discusses the second concept, countertransference, which is defined 
with special reference to projective identification (Bion, 1959). The use of 
transference and countertransference is the hallmark of psychoanalysis and used in 
practice as a guide to understanding the inner world (Bateman & Holmes, 1995). 
Before giving a definition of countertransference, the concept of transference is 
discussed first, as the two are inextricably linked. Malan (1979) describes the term 
transference as referring to a particular type of situation where the feelings a client 
feels for someone in the past are transferred onto the therapist. Past conflicts are 
renewed in the therapeutic process. Despite the wide-ranging definitions of 
transference (Bateman & Holmes, 1995), psychoanalysts tend to agree that every 
therapist must be prepared to recognise transference the moment it arises (Malan, 
1979).
Countertransference on the other hand is the feelings elicited in the therapist by the 
therapeutic process; it is a concept that focuses on therapists' reactions to their 
clients. Therefore, a therapist's background and what they bring to the therapeutic 
process is crucial (Friedrich, 1990). Countertransference applies to the thoughts and 
feelings experienced by the analyst which are relevant to the patient’s internal world 
and which maybe used by the analyst to understand the meaning of his patient’s 
communications (Bateman & Holmes, 1995). Countertransference can be used to 
understand the client and facilitate the process of therapy. Therefore, both 
transference and countertransference are crucial concepts to psychoanalysis (Malan, 
1979; Bateman & Holmes, 1995). Transference is interpreted by the analyst and 
linked to its origin and then communicated to the client, whereas countertransference 
is generally held by the analyst and not communicated to the client (Malan, 1979).
COUNTERTRANSFERENCE, PROJECTIVE IDENTIFICATION AND 
UNDERSTANDING MALTREATED CHILDREN
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Countertransference is a useful concept for understanding maltreated children. 
Children exposed to abusive relationships with cariegivers are forced to internalise 
aspects of their caregiving that they are incapable of integrating. A child's view of 
themselves and the world is thus formed around a flawed image. A child may 
externalise disavowed aspects of himself in order to maintain coherence (Fonagy, 
2001). In the normal therapeutic process such disavowed aspects are communicated 
to the therapist from the patient, which is understood and returned to the patient in an 
understandable and acceptable form (Bion, 1959). However, when a therapist is 
unable to understand the patient the patient hopes to find better understanding by 
escalating the projections onto the therapist. The analyst becomes unconsciously 
identified with those parts and may begin to feel or behave in accordance with them. 
This is called projective identification and the feelings experienced by the therapist as 
stimulated by the patient is allied to the concept of countertransference. The feelings 
are those the patient either could not acknowledge having or tolerate experiencing. 
Therefore, projective identification is a method of patients communicating disavowed 
affect (Maroda, 1991). This process is based on an externalisation and actualisation 
of an internal object relationship, where the analyst takes on a particular role that is 
thrust upon him.
Its communicative power is such that it encourages the therapist to feel just as the 
patient was forced to feel by important people in his past. The analyst may only 
realise he has been put in such a position after reacting in an inappropriate way. This 
communication is helpful to analyse as a therapist's reaction to a child can inform 
them of the child’s internal world.
COUNTERTRANSFERENCE AND PRACTICE ISSUES
In this section, the concept of countertransference is discussed in relation to its 
usefulness In enhancing a clinical psychologist’s practice with maltreated children, 
and the concept of the IWM from attachment theory is brought into the discussion.
Countertransference can facilitate therapy. Therefore therapists must be aware of 
their own personal reactions to the client. Such reactions need to be recognised 
quickly (Maroda, 1991). Pearce & Pezzot-Pearce (1997) claim that the therapist’s 
effectiveness is based on personal maturity and integrity and that it is vital to be 
aware of ones own personal issues and how these might interfere with a child’s 
therapy. Clinical psychologists working with children are more likely to experience
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countertransference than if working with adults (Schowalter, 1985: cited in Pearce & 
Pezzot-Pearce, 1997). As countertransference is elicited by the therapist’s own 
experience, certain childhood experiences are more likely to provoke stronger 
feelings. Therapists may have been victimised as children. Pearce & Pezzot-Pearce 
(1997) highlight that current abusive relationships, such as martial ones, may 
produce countertransference as the therapist over-identifies with the abused child. 
However, such backgrounds do not necessarily make a therapist more or less 
effective (Friedrich, 1990) and as long as a therapist is able to experience such 
feelings whilst putting them into perspective they can help to process of therapy 
(Maroda, 1991).
Similarly, the feelings experienced in countertransference may be more intense if a 
therapist has children with similar problems (Pearce & Pezzot-Pearce, 1997). 
Perhaps therapists should be aware that countertransference might occur if the child 
has similar attributes, such as hair colour or has similar personalities to their children 
or children within their own extended family. In this case, a countertransference 
reaction may be indicated if the therapist has difficulties ending therapy. The child 
may be viewed as so dependent on therapy that the youngster cannot function 
without the therapist. If a therapist identifies strongly with a child he or she might 
extend the number of sessions because like the child or feel sad about loosing them 
(Pearce & Pezzot-Pearce, 1997).
The concept of countertransference allows the therapist to reflect on his position 
within the therapeutic context. Awareness of personal issues paves the way for the 
management of countertransference. A therapist needs to maintain self-awareness 
and cannot use a client’s therapy to work through his or her own issues. Indeed, 
disclosure of strong feelings towards a patient should generally not be disclosed if it 
is solely for the purpose of the analyst (Maroda, 1991).
The essay now attempts to integrate the two concepts of countertransference and 
IWM. Countertransference can be intense and varied. As discussed earlier, 
maltreated children may have IWMs where expectations of others are that they are 
untrustworthy This may elicit feelings in the therapist such as frustration, 
helplessness and hopelessness (Pearce & Pezzot-Pearce, 1997). A therapist’s 
negative reactions to a child may suggest that the child strongly needs to distance, 
provoke and ignore others. In this way, the reactions of the therapist enhance and
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inform an understanding of the child. The therapist can use such reactions to 
generate working hypotheses about the child. However, if a therapist is not attuned to 
these feelings conflicts can start. A therapist will generate defences resulting in 
problems in the therapeutic relationship (Bateman & Holmes, 1995). Examples of 
defences and feelings which maybe elicited are discussed below.
An analyst can be temporarily taken over by aspects of a patient's unconsciousness 
and attempt to distance themselves from the therapeutic relationship (Grinberg, 1962; 
cited in Bateman & Holmes, 1995). This might occur if a maltreated child does not 
initially engage in therapy, eliciting a sense of frustration and apprehension in the 
therapist towards the sessions and a wish to terminate therapy (Pearce & Pezzot- 
Pearce, 1997). Here, we can see the utility of the concept of IWM, as it would 
provide the therapist with an understanding of the child's difficulties with engagement. 
If the feelings of countertransference were not identified, the therapist's reactions 
would confirm the child's IWM of being unlovable. Hence, the child may attempt to 
escalate his or her projections onto the therapist. The process is cyclical and therapy 
might seem so unworkable that possibility of change would be low. Similarly, a 
therapist may experience feeling a lack of motivation towards sessions (Pearce & 
Pezzot-Pearce). This reaction may be an indication that the child is projecting 
disavowed affect onto the therapist. If the therapist is unaware of these feelings he or 
she might not show interest within the sessions. This would confirm the child’s IWM 
as being unworthy of positive relationships. It would intensify the child’s projections 
onto the therapist, creating more intense countertransference reactions. Again, the 
possibility for change would decrease dramatically.
As discussed above, the therapist may experience countertransference reactions that 
stem from their own professional and personal issues, as well as from feelings 
evoked by the child’s presentation. Therapist’s reactions to the child often provide 
crucial information about the motives and personality dynamics of the child. 
However, such hypotheses need to be validated. The very subjective nature of the 
concept of countertransference does not lend itself to objective assessment and 
observation. To conduct research into countertransference, analysts would need to 
be open about personal issues and past experiences. Friedrich (1990) highlighted, 
among other reasons, the following issues eliciting countertransference. A therapist 
may be confused about power within sexual relationships, personal issues with
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sexuality or physical violence or difficulty in accepting failure. To ask therapists to 
talk about these issues in a research study could be viewed as unethical.
This essay has attempted to discuss how the two concepts can be viewed together to 
enhance therapy with abused children. The constructs of the IWM and projective 
identification may be conceptually similar. In projective identification children who 
have been maltreated are forced to internalise aspects of their caregiver that they are 
incapable of integrating. Similarly, children may have multiple IWMs, and maltreated 
children may construct an IWM of self as worthy and their caretaker as available and 
caring (Mueller & Silverman, 1989) and may defend against the more painful IWM of 
self as unworthy and their caretaker as uncaring by splitting. Within both concepts, 
children externalise threatening parts and maintain the illusion of less painful parts by 
subtle manipulative control of the other’s behaviour (Fonagy & Target, 1997; cited in 
Fonagy, 2001). This behaviour may be to compensate for feelings of helplessness, 
inadequacy and vulnerability (Mueller & Silverman, 1989). However, as in 
countertransference, the defended against dissociated IWM may influence behaviour 
at a subconscious level.
Although countertransference may be a helpful concept to apply to maltreated 
children, an analyst first has to be able to recognise that projective identification has 
occurred. The clinical emphasis needs to be on those parts of the child that are 
projected into the analyst. The analyst must accept and internalise what was 
projected so that they can regulate their own negative affective states without 
enacting them with the patient. This process may be hindered by the analyst’s own 
distinct personality, which may be in collusion with the projections from the patient 
(Brenman-Pick, 1985). When this is acknowledged within the analyst and 
“unidentification” takes place the projections will become recognisable. A child can 
learn to integrate and contain his emotional experience as the therapist beams it back 
to him. A patient can then face those aspects of himself that he does not wish to 
accept, and take back his projections in the same way as the analyst. However, the 
psychoanalytic literature is unable to provide rigorous objective experimental 
research for the analyst to consult to aid countertransference. Rather, the therapist 
has a greater chance of noticing these feelings after extensive experience with many 
youngsters and accumulating a wide range of responses to maltreated children 
(Pearce & Pezzot-Pearce, 1995). This may represent an ethos in the psychoanalytic 
field that psychoanalysis does not lend itself to research (Hodges, 1999). Research
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into countertransference has centred on a single case study design. Hodges (1999) 
suggests that there is a fear that research would loose what psychoanalysis is about. 
However, without rigorous objective research can an analyst be sure that his or her 
practice is correct? It could be argued that even an experienced therapist not have 
an awareness all of his or her personal issues, which may hinder detection of 
countertransference. The therapist must be ready to evaluate their responses 
critically and use them to further enhance the progress of the child's therapy.
DEFINING THE CONCEPTS COUNTERTRANSFERENCE AND IWM
This essay now discusses the difficulties with defining the concepts IWM and 
countertransference.
The IWM is described as a cognitive construct (Waters & Cummings, 2000). In the 
original conception of attachment theory the secure base concept was central to the 
logic and coherence of attachment theory. Waters & Cummings (2000) state the 
working model concept was a method of representing a child's evaluation of the 
secure base system, not a replacement for the concept. Waters & Cummings 
acknowledge the importance of IWM but claim that without reference to the secure 
base concept the IWM concept becomes too loosely defined and offer to explain too 
much. Furthermore, the growing popularity in the media and over-reliance of 
professionals to exclusively use attachment theory all work to erode the theory.
Similarly, the concept of countertransference has a definition that varies across 
psychoanalytic schools (Bateman & Holmes, 1995). Opposed to the definition 
proposed in this essay, Freud saw himself as an interpreter of the unconscious 
meaning of patient's communications and that countertransference interfered with the 
process of accurate listening to these processes (Bateman & Holmes, 1995). There 
was a split in the psychoanalytic movement between these two approaches. Hence, 
as in attachment theory, the differences in opinion and the over or under­
representation of concepts within theories and the lack of unified definitions can 
create theoretical incoherence. Waters & Cummings (2000) call for strict empirical 
research to insurance against unstated premises and misrepresentations becoming 
commonplace in attachment theory. However, whilst attachment theory is more open 
to empirical research, due to its nature and the reluctance of psychoanqlysts, 
countertransference as a concept does not lend itself to such research.
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METHODOLOGICAL DIFFICULTIES
This essay now discusses the methodological difficulties around empirical support for 
these two psychoanalytic concepts. There are very few adequate outcome studies 
on psychoanalytic psychotherapy with children and adolescents (Hodges, 1999). 
Hodges (1999) state that this could be due to difficulties in the appropriate 
operationalisation of psychoanalytic concepts. Indeed, the construct of IWM is hard 
to measure as it concerns unconscious relationships (Bolen, 2000). Similarly, the 
construct of countertransference is an unconscious relationship made conscious 
through the thought processes of the analyst. In some respects a theory is limited by 
the measures employed to measure it, which is a major limitation to the concept of 
countertransference.
Despite difficulties in operationalisation, Alexander (1992) states that researchers 
have asked adults to reflect on attachments in their childhood and have inferred the 
continuity of IWM from childhood by demonstrating its association with participants 
parenting behaviour. However, this type of correlational research design is open to 
confounding variables. There is a possibility that current relationships in adulthood 
change attachment styles and that this process reshapes memories of childhood 
(Mikulincer, 1990; cited in Alexander, 1992). Additionally, correlational designs 
mean that the directional effect found in studies is not known. Therefore, one does 
not know whether attachment affects or is affected by the testable variable (Bolen,
2000).
Longitudinal research designs are necessary to give empirical support to the stability 
of IWM. However, the concept of IWM is dyadic and there are many intervening 
variables on a wider level that may interfere with a child's IWM, such as the 
experience of a supportive caring relationship, financial hardships and prejudice. 
Bolen (2000) advocates for a non-linear model to explain that stressors could change 
secure attachments to insecure attachments if they were incongruent to an original 
IWM. Therefore, longitudinal studies need to take account of these variables.
Indeed, countertransference is a dyadic model too, and does not take into account 
mood fluctuations in either the analyst or maltreated child brought about by stressful 
life events. Although countertransference feelings would be monitored over time for 
their stability, it is possible that an analyst may over-interpret such changes in mood 
to be evidence of countertransference.
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Psychoanalysts proposing to conduct research on maltreated children would have to 
contend with sampling biases. Alexander (1992) states that the very willingness to 
be a participant in a research project about personal relationships is likely to bias the 
sample. Furthermore, research on attachment suffers from small sample sizes and 
the strength of any findings consequently are weak (Bolen, 2000). Research projects 
investigating the concept of countertransference are commonly single case designs 
(Hodges, 1999), meaning that generalising findings to a wider population is 
impossible.
CONCLUSIONS
The concepts IWM and countertransference are important psychoanalytic 
contributions to the understanding of and practice with children who have been 
abused. The IWM within attachment theory is a useful conceptual framework for 
explaining the relational antecedents and consequences of abuse. It allows a clinical 
psychologist an understanding of a child's behaviour both within and outside of 
therapy. Countertransference is a concept that can aid a clinical psychologist to 
reflect on his or her position with a child in the therapeutic process. When a 
psychologist is able to recognise countertransference it can inform him or her of the 
internal world of the child. This essay has discussed that, when both concepts are 
taken together, they can greatly enhance the therapeutic relationship and practices 
that might confirm a child's IWM can be avoided.
However, there are some clear limits to both concepts. Both are hard constructs to 
measure and are related to unconscious relationships that sometimes contradict 
behaviour. Empirical support for these concepts can be hindered by methodological 
flaws particularly countertransference. However, attachment theory is grounded in the 
tradition of empirical research bringing new methods such as structural equation 
modelling (Shapiro & Levendosky, 1999) and an appreciation of longitudinal studies. 
Perhaps the most important contribution that attachment research can make to 
psychoanalysis is a strengthening of the scientific foundations for psychoanalytic 
theorising. Perhaps this can be applied to such concepts as countertransference, 
which would greatly help a clinical psychologist who does not have a wealth of 
experience to access.
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INTRODUCTION
This essay focuses on a category of people termed older adults. Old age Is an Idiom 
that can refer to individuals completing paid employment, child-rearing duties or who 
are receiving pensions. Therefore, depending on its definition, the age of older adults 
can vary. However, older adults are defined in the National Service Framework for 
Older Adults (Department of Health, 2001) as people aged over 65 years of age. 
This definition will be used throughout the essay.
What is depression?
Depression is the most common psychiatric condition presenting to older adult 
psychology services (Brodaty, Harris, Peters, Wilhelm, HIckle, Boyce, Mitchell, Parker 
& Eyers, 1993). But what is meant by depression, as “depression” can cover a wide 
range of emotional disturbances?
In this essay, the definition of depression will be broadened beyond such psychiatric 
definitions as Major Depressive Disorder (American Psychiatric Association, 1994) to 
Include psychological approaches to depression, where psychologists commonly 
work from idiosyncratic formulations of people's difficulties rather than a set of 
illnesses (Cooper & Murphy, 1986).
This approach is perhaps somewhat at odds with the quantitative research literature 
on depression in older adults, where diagnoses are needed to evaluate treatments. 
For instance. Blazer (1991) presents a rationale for the term “minor depression" to 
exist alongside “major depression”. However, the author of this essay argues that 
people’s symptoms rarely fall into such neat bimodal research criteria that Blazer 
(1991) presented. Often considerable overlap between subsets of diagnoses exists. 
Research studies that rely on quantitative data do not attend to the subjective nature 
of how people perceive their problems. For example, the literature makes the 
distinction that depression is different to bereavement, but that bereavement gives 
rise to depressive symptoms. Therefore, it assumes that depression is more than a 
set of symptoms, that there is an underlying core illness. Such statements as “true
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depressive illness” (Katona, 1990: p512) illustrate this, and furthermore, 
proclamations such as normal and abnormal grief reactions mean that diagnosticians 
hold the truth of what is an acceptable level and duration of grief. Therefore, by 
widening the focus beyond such strict diagnostic criteria, it is hoped that this essay 
can incorporate a wider set of experiences in answering what factors cause 
depression.
Perhaps paradoxically, in order to discuss prevalence of depression in this 
population, the 4^ edition of the Diagnostic Statistical Manual (DSM-IV: American 
Psychiatric Association, 1994) classification for Major Depressive Disorder is briefly 
reviewed. For an individual to receive a diagnosis they must have the presence of 5 
or more of the following symptoms during the same 2-week period: depressed mood, 
diminished interest in almost all activities, significant weight loss or gain, insomnia or 
hypersomnia, psychomotor agitation or retardation, loss of energy, feelings of 
worthlessness or guilt, diminished ability to concentrate and recurrent thoughts of 
death.
Prevalence
Evaluation of depression across the lifespan is difficult because of methodological 
research issues such as sampling, age group compositions and time frames 
(Wittchen, Knauper & Kessler, 1994). There is debate whether depression and 
depressive symptoms differ when populations increase with age (Baldwin, 1998). 
Differences that are observed in the prevalence rates of depression across different 
age ranges may be due to differences in clinical features between older adults and 
adults. Current diagnostic instruments do not take account of such differences 
(Katona, 1990) and hence depression is difficult to diagnose in older adults. 
Therefore, valid prevalence rates are difficult to ascertain (Patemiti, Verdier-Taillefer, 
Dufouil & Alperovitch, 2002). Diagnosing is made more difficult in this population as 
symptoms such as sleep disturbances and loss of libido are associated with the 
normal process of aging. Additionally, chronic depression may be under diagnosed 
in this group as somatic symptoms are attributed to physical rather than 
psychological causes.
Generally, the prevalence of depression in older adults is lower than expected and 
factors contributing to an underestimation of depression in older adults include 
institutionalisation, selective migration, and decreased memory capacity (Wittchen,
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Knauper & Kessler, 1994) as well as the fact that many older adults live alone and 
research studies may not be able to access them as participants.
Community studies have shown prevalence rates of between 10 and 16% 
(Livingston, Hawkins, Graham, Blizard & Mann, 1990: Livingston & Hinchcliffe, 1993). 
- Wittchen, Knauper & Kessler (1994) reviewed twenty studies between 1980 to 1994 
and concluded that point prevalence for major depression was 3%, 6-month to lyear 
prevalence was approximately 6% and lifetime prevalence was between 15 -  18%. 
However, the prevalence of depressive symptoms far exceeds that of depressive 
illness (Baldwin, 1998), so rates of older adults with less severe but nonetheless 
experiences of depression are higher.
FACTORS CAUSING DEPRESSION IN OLDER ADULTS
This essay now explores the factors that are thought to cause depression in older 
adults.
Dementia and Cognitive Impairment
Late-onset depression, particularly with cognitive impairment, is often associated with 
neurological brain disease, and as a result, a poor prognosis is suggested for older 
adults with late-onset depression with a high risk of developing irreversible dementia 
(Alexopoulos, 1989). Patemiti, Verdier-Taillefer, Dufouil & Alperovitch (2002) used a 
longitudinal study to show that high levels of depressive symptoms predicted a higher 
risk of cognitive decline at 4-year follow-up of a sample of elderly subjects. They 
concluded that high persistent levels of depressive symptoms predicted persistent 
low cognitive functioning. Episodic depressive episodes were not indicative of 
persistent low cognitive functioning. Therefore they proposed that a chronic 
mechanism causes decline. However, their study did not obtain a history of 
depressive symptoms from their participants and no diagnosis of depressive disorder 
was made. Therefore they base their findings from self-report measures, asking 
participants about their mood in the preceding week at baseline and at two 2-yearly 
intervals. Participants are then ascribed a category of either persistent depression or 
episodic depression. However, three scores over four years does not yield a 
satisfactory measure of persistent chronic depression, as it only measures a fraction 
of participants' overall experience. Perhaps the hypothesis of an underlying chronic 
neurological disease may be explained in four other ways:
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It is difficult to determine depression in patients with dementia, as their progressive 
impairment makes articulation of emotional distress difficult (Katona, 1990).
Somatic symptoms on depression rating scales, such as fatigue or concentration 
problems, can also be symptoms of early stages of dementia. Therefore, a high 
score of depression may in fact be indicative of dementia, or vice versa.
1. Depression commonly accompanies multi-infarct dementia, with 25% of all 
patients being affected (Roth, 1983: cited in Pitt, 1986). These patients tend 
to show more insight into their dementia and therefore might be expected to 
feel affliction and be able to demonstrate that feeling keenly. Therefore, 
depression may be an appropriate psychological reaction to cognitive decline.
2. A high proportion of people with chronic depression are prescribed 
benzodiazepines, which has been associated with a higher risk of cognitive 
impairment in the elderly (Gorenstein, Bernik, Pompeia et al., 1995: cited in 
Patemiti, Verdier-Taillefer, Dufouil & Alperovitch, 2002).
A strong case for a chronic mechanism causing both cognitive decline and 
depression has not been conclusively made.
Bereavement
More than a third of adults aged over 65 are widowed (Cooper & Murphy, 1986). 
This represents a significant amount of the older adult population who may have 
experienced a process of bereavement. The literature tries to distinguish 
bereavement from depression (e.g. Baldwin, 1998), indicating that bereavement is a 
reactive process and depression is endogenous, although the symptoms overlap. 
Baldwin (1998) suggests that suicidal ideation, guilt, disability and maintenance of 
grief by keeping things unchanged are more indicative of depressive illness as 
opposed to a grief reaction. However, Baldwin (1998) does not provide research 
evidence for these markers. The argument then is that bereavement is biogenic and 
there is a normal process of grieving, and if someone's grieving is longer and more 
intense than this norm, the process is endogenous.
Pitt (1986) also holds the view that major and minor depressive Illnesses are 
endogenous Illnesses, which are understandable up to a point as reactions to
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distressing life events. These views held by researchers and clinicians seem to be 
value judgements, judgements made about the appropriate time span of grief. These 
views perhaps reflect wider societal values. Such views may be especially unhelpful 
to the older adult population. Although the loss of someone close is difficult and 
upsetting for any individual, it may be more so for older adults for a number of 
reasons. The older adult may have relied on their spouse as their main source of 
social contact, or for help with physical difficulties. With this support gone, they would 
become more isolated and helpless. Bereavement is often difficult for those 
supporting the older adult. An older adult's children can often perceive that the length 
of time that they grieve for their spouse is excessively long (Cooper & Murphy, 1986). 
This perception, along with the older adult's need to renegotiate their relationship with 
their children to get extra emotional support, can put a strain on relationships, 
generate resentment in all parties and maintain the mourning period. This may be 
especially so for those without other social supports. Old family conflicts that had 
been lying dormant may be re-ignited if previous contact was infrequent (Cooper & 
Murphy, 1986). A particularly large stressor could be the parent moving into their son 
or daughter's home and having to adapt to new rules and organisations within the 
day-to-day running of the house.
Physical illness
Physical illness is one of the commonest précipitants of depression (Pitt, 1986), and 
there is often a co-existence of lowered mood and physical illness. Physical illness 
can affect the prognosis of depression (Baldwin, 1998) and brings feelings of 
vulnerability and helplessness (Cooper & Murphy, 1986). Examples of physical 
causes of depression include organic brain disease, infections and some drug 
treatments, such as beta-blockers (Baldwin, 1998). Older adults are more likely to 
somatise depression and, as age progresses, the feelings of vulnerability and the 
adaptive response of needing to take care of one's bodily functions, for example 
noting bowel movements and muscular pains, means that older adults can become 
overly preoccupied and develop hypochondriacal concerns (Cooper & Murphy, 1986). 
Exacerbation of the feelings of vulnerability and helplessness can occur in 
hospitalisations, where the older adult may be placed in inappropriate wards with staff 
under trained with dealing with this population.
Disability can often accompany physical illness, and nearly half of the disabled 
population in the United Kingdom are over 65years of age (Department of Health,
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2001). Disability and physical illness may bring a loss of bodily attributes, for 
example incontinence of urine of faeces. This may be a factor in inducing mild or 
reactive depression in those who feel humiliated by their loss of sphincter control 
(Pitt, 1986). The prescription of medication could paradoxically produce side effects 
that compound or cause such loss of function, such as constipation or urinary 
retention. Some antidepressant drug treatment have age-related side-effects, such as 
reduced renal clearance (Flint, 1997). Additionally, resented dependency may come 
from disability. Resentment may be externalised and can be common in residential 
settings (Baldwin, 1998). An older adult may turn to alcohol abuse in an attempt to 
cope with such feelings. However, alcohol abuse itself can cause and worsen 
depression.
Social Support & Isolation
There is debate whether social support such as the availability and quality of support 
from family and friends, statutory and voluntary sectors can cause and influence the 
prognosis of depression. However, Denihan, Kirby, Bruce, Cunningham, Coakley, & 
Lawlor (2000) found that there was no relationship between prognosis and social 
support. However, they used an “objective” measure of social support based on the 
frequency and number of contacts. The author would argue that a subjective 
measure of social support considering factors such as quality gf contacts and 
salience of the person contacting the older adult would be a far more important 
measure of social support. Gemer (1979: cited in Cooper and Murphy, 1986) 
constructed a phrase “social deprivation syndrome”, which is characterised by 
symptoms indistinguishable from clinical depression. Gemer (1979) stated that this is 
caused by losses in older age such as social contact and meaningful activity.
Depression and distress must be placed in a social and cultural perspective. In the 
Western world, change is rapid. The effects that this has on the older adult 
population, themselves isolated from work and hence much of society, would be 
disorientation. How can an individual utilise their previous experience as a guide for 
daily living when the world is changing so rapidly? The capacity to view the future as 
predictable would be impaired. Depression scores are unequally distributed among 
socio-demographic groups, where individuals with a low socio-economic status 
generally show higher levels of depression (Warheit, Holzer & Schwab, 1972: cited in 
Schwab, Holzer & Warheit, 1973).
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Older adults with low socio-economic statuses are more isolated and hence more 
obsolete in our society. Does misery expressed through their symptoms reflect 
societal rejection (Schwab, Holzer & Warheit, 1973)? Does society only prize people 
at the prime in their life, when they are productive and contributing to the material 
wealth of our society, rather than draining it? These questions are answered by 
Studies looking at older adults' experiences of nursing homes, (e.g. Haight, Michel & 
Hendrix, 1998) where the environment, isolated from mainstream society, can 
exacerbate feelings of one's current life being useless while one also has to try to 
adapt to new surroundings with strangers.
Older adults are from a generation that had learnt not to complain about emotional 
issues, but may be more likely to complain of physical symptoms (Baldwin, 1998). 
Culturally, depression may not be seen as a legitimate reason for an older adult to 
seek out a doctor. Therefore, older adults may be less likely to ask for treatment, 
thereby worsening and prolonging their depression.
At the time of writing this essay, the older adult population come from a generation 
whose beliefs about marriage are very different from the young adult population. 
Specifically, sticking together “for better or for worse" was an adage to follow. Such 
attitudes often bring problems, such as prolonged marital conflict (Cooper & Murphy, 
1986). Roles within the marriage were often more clearly defined, where a woman 
would be more economically dependant on her husband. Particular stresses in this 
context can cause depression. For example, if a couple's children have left home the 
woman's role becomes redundant. Alternatively, a spouse may develop a physical 
problem and become dependant on the other.
Following on from above, the present generation's attitudes about marriage seem to 
be less tolerant. Therefore, marriages are more likely to break up. This phenomena 
brings problems to the older adult parent, who can view the break up of their 
children's marriage as a refection of their own model of marriage being ineffective in 
some way (Cooper & Murphy, 1986). Furthermore, the break-up may bring the loss 
of a grandchild, or the challenge of accepting a stepfamily.
Continuing the theme that attitudes in society cause depression, racism is seen not 
just as an added stress to individuals but as a pathogen that generates depression 
(Fernando, 1984). Racism Interferes with support systems and can induce
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helplessness in all age categories. This becomes more salient in the British society 
when more people from minority ethnic groups are becoming older adults. The 
National Service Framework for Older Adults (Department of Health, 2001) highlights 
that the percentage growth of people of pensionable age from minority ethnic groups 
has increased by 168%.
Fernando (1984) outlines the unhelpful process that generates depression. When 
individuals identify with two or more socio-cultural systems they identify with them to 
different degrees. Individuals have to try to synthesize their cultural systems and 
make meaning from them. The process is made difficult by one culture having more 
value in the society than th^ other. This process may be complicated further when 
considering the case of an older adult from a minority ethnic group. Their identity is 
merged with that of being an older adult, and as highlighted above, society may see 
older adults as having no further value to society. Therefore, their sense of 
devaluement may be increased, and devaluement is linked to the concept of self­
esteem (Fernando, 1984).
In a final look at negative attitudes, such ageist attitudes may be contained in the 
health care profession itself. In an article outlining treatment for older depressed 
adults, Pitt (1986) says the following about severely depressed clients,
"The patient may indeed look and become so ill that the administration of 
electroconvulsion therapy (ECT) may seem like kicking a corpse.... ” p 43.
It is often presumed that depression is in some way an expected part of aging 
(Laidlaw, 2001), which can negatively affect clinicians' expectations of treatment 
outcome. However, the first half of this essay highlighted factors that can cause 
depression, which are not necessarily due to the normal course of aging. The 
second part of this essay now considers psychological treatments that have been 
developed and which may indeed help this population.
FACTORS TREATED PSYCHOLOGICALLY
This essay now considers psychological treatments for depression in older adults. 
Firstly, however, the bias in the health provision for this population will be highlighted. 
Denihan, Kirby, Bruce, Cunningham, Coakley, & Lawlor (2000) found that the 
outcome for depression in older adults in the community was poor. Psychological
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treatments of depression in older adults have not been as extensively evaluated as 
drug treatments (Baldwin, 1998). The psychiatric bias in this field mean that 
antidepressants are considered the treatment of choice. Laidlaw, Davidson & 
Arbuthnott (1998) found that General Practitioners were unlikely to refer older adults 
with depression to Clinical Psychology services and were far more likely to manage 
depression themselves using medication. The General Practitioners commented that 
before they would begin to refer more clients to such services they wished to see 
evidence of the effectiveness of psychological treatments of depression in this 
population. This indicates that they were unaware of psychological treatments and 
their effectiveness.
In order to increase compliance with medication, Baldwin (1998) advises the clinician 
to explain to a patient that it is a cure for an illness. Electro-convulsive Therapy is 
also recommended as an effective treatment for depressive illness and can be given 
to patients detained under Section 3 of the 1983 Mental Health act without their 
consent. A number of studies (e.g. Baldwin, 1998; Blazer, 1991) failed to highlight 
psychological treatments when reviewing predictors of good outcome for depression 
in older adults. However, Baldwin (1998) mentions that effective prevention may rely 
on the combination of both medication and psychological treatments. So how do 
psychological treatments fare?
Traditionally, psychological approaches for older adults have not been as extensively 
researched as they have for younger individuals (Katona, 1994). It is possible that 
traditional psychoanalytic views, such as Freud, which viewed older adults as lacking 
the capacity for mental change, have hindered the development of such research. It 
is also possible that the lack of research is indicative of society's ageist view that 
older people are beyond help and that perhaps money is better spent elsewhere. As 
a result, treatment has often been adapted from the younger adult population. To 
further confound this phenomenon, when research has been conducted, the studies 
often fail to distinguish between the young-old and the old-old (Mintz, Steuer & Jarvik, 
1981: cited in Katona, 1994). Research studies often use the Beck's Depression 
Inventory (Beck, Ward, Mendelsohn, Mock & Erbaugh, 1961) as an evaluative 
measure of treatment. This measure contains items that are related to physical 
symptoms associated with both aging and depression, thereby confounding any 
treatment effects noted.
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In this section, adapted approaches to alleviating depression will be considered first, 
followed by specific treatment approaches for the older adult population.
Cognitive Behaviourai Therapy (CBT)
Too few studies have been conducted to properly evaluate CBT’s efficacy for 
depression in older adults (Laidlaw, 2001). Meta-analytic studies have been criticised 
for including a broad range of treatments under the term CBT, for including a broad 
range of severity of depression and including a range of professionals with differing 
expertise providing the treatments (Laidlaw, 2001). However, Laidlaw (2001) found 
that CBT produced the largest effect sizes of treatments in all studies reviewed.
Depression, in a CBT framework, is considered a disturbance at a cognitive level. 
Beck (1971) describes a central concept of the self as worthless, the outer world 
meaningless and the future hopeless. Thinking errors, which bias a negative 
processing of experience, causes feelings and behaviours of depression. Specific 
treatment interventions are directed at investigating and modifying these thinking 
errors collaboratively, and using behavioural techniques to test out new ways of 
thinking.
Certain key concepts are thought to make CBT particularly applicable to this 
population (Cooper & Murphy, 1986). It is a short-term therapy dealing with current 
problems and effectiveness is considered to be the responsibility of the therapist in 
engaging the client in a collaborative way. An individual's distress must be reduced 
to a specific set of problems, which are jointly defined. Laidlaw (2001) states that 
major adaptations should not be considered necessary when applying CBT to older 
adults. CBT is a flexible approach and allows consideration of the idiosyncratic 
nature of individuals' situations. Thus, CBT is a particularly appropriate approach for 
older adults as it takes into account normal age-related changes in an individual's 
formulation (Thompson, 1996: cited in Laidlaw, 2001). Although changes may be 
considered if the client shows evidence of cognitive slowing or has difficulties in 
sensory perception such as more frequent summaries, efficacy is relatively 
unaffected if no modifications are made.
Behavioural Therapy
Depression is viewed as an extinction phenomenon if social reinforcement of normal 
behaviour is reduced or ceases (Katona, 1994). The behavioural therapist would set
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interventions at developing alternative positive reinforcers, reinstating previous 
positive behavioural patterns and establishing new behaviour routines. The 
relationship between behavioural activity and mood is established and patients are 
encouraged to do more activities related to positive mood. Specific to older adults is 
encouraging a substitution of activities that people can no longer do because of the 
"effects of aging for other more manageable activities.
Family therapy
It was mentioned above that often, especially after bereavement when an older adult 
places more emotional demands on their children, family conflicts could re-ignite. 
Family therapy focuses on issues in an older adult's support system, and may be 
crucial in modifying maintenance factors that would make recovery from depression 
impossible (Katona, 1994). Often parents can feel closer to their children than their 
children feel for them, meaning that the older adult cannot receive the emotional 
support that is needed after a bereavement or development of a physical problem. 
Family therapy may be a good forum to explore the needs of all family members, with 
an aim to increasing support to the parent. However, if this cannot be done. Cooper 
& Murphy (1986) advocate that a treatment aim would be to help the parent accept 
that they will not receive the support they require and should seek social supports 
elsewhere.
Family therapy may be becoming more pertinent in the current climate, where family 
values and family structures are changing rapidly. Marriage is becoming less stable 
and long lasting and stepfamilies are more common. Additionally, gender roles have 
changed significantly within both family and society and Family therapy approaches 
allow these issues to be explored.
Communication within the family and an explanation of management and treatment 
would also be beneficial areas to work on (Baldwin, 1998). Giving information about 
dementia, psychological models of distress and social supports would be useful for 
older adults and their families.
Interpersonal therapy
Interpersonal therapy has facets that may be particularly relevant to older adults 
(Cooper & Murphy, 1986). Specifically, Interpersonal therapy addresses grief, which 
would be useful for bereaved older adults, interpersonal role disputes, useful for older
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adults who are having difficulties with their families, role transitions and interpersonal 
deficits. Understanding and renegotiating the interpersonal context are necessary for 
improvement. Engaging other sources of practical help would be encouraged, for 
example Social Services, although one would need to remember the more 
constricted age range of practical options available.
Interventions specific to oider aduits
Psychotherapy
Jung viewed aging as a natural normal process, where as we age, we progress 
through a series of developmental tasks (Staude, 1981). Life stages must be 
completed to achieve balance and wholeness. Specifically, in the second half of life 
the focus of psychological development is on personal wholeness and integration, 
where spiritual and cultural values become increasingly important. One seeks 
meaning from one's life to achieve groundedness. An older adult with depression 
would be seen as lacking meaning in their life. Erikson’s (1982) work also centred on 
a developmental model of aging and processes of antithesis. He proposed that in the 
period of old age we are faced with the conflict of integrity vs. despair. If, in old age, 
we can achieve integrity we develop the strength of wisdom, where one achieves an 
informed and detached concern with life despite death, and a sense of wholeness for 
one’s life lived. If, on the other hand, we achieve disdain, one is left with feelings of 
being finished, confused and helpless. Depression is a product of feelings of 
stagnation created from a time being mourned, for autonomy weakened, initiative lost 
and intimacy missed (Erikson, 1982).
For both theorists, interventions would be concerned with generating meanings from 
older adults’ past lives, using techniques such as the Life Review. Haight, Michel & 
Hendrix (1998) present the Life Review as a viable option for preventing depressive 
disorders. The Life Review is based around a developmental approach aimed at 
bringing meaning and resolution to an individual’s past life, and provides 
reminiscence of past strengths and qualities to integrate into their current experience. 
The Life Review can be beneficial to older people in alleviating depression and 
hopelessness and increasing psychological well-being and life satisfaction, and 
Haight, Michel & Hendrix (1998) conclude that the Life Review helps improve 
individuals’ quality of life and propose that all new entrants into nursing homes be 
offered it. Reminiscing, a technique similar to the life review, where individuals are
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encouraged to share memories of 5 years or more ago, has been found to be 
effective in reducing depression in hospitalised patients (Bachar, Kindler, Scheflar & 
Lerer, 1991). Reminiscing is viewed as an adaptive mechanism to maintain a sense 
of identity in an alienating environment of declining health, social status and income, 
which accompanies the aging process. Communicating memories enables the 
individual to gain self-esteem from positive accomplishments from the past (Bachar et 
al., 1991).
On a final thought regarding Erikson and Jung, they present factors for depression in 
older adults that are the result of internal dynamic processes in the psyche. They 
believed that due to the age that we live, such longevity must have a reason for the 
species. Older adults have all the qualities of their past, which can assume new 
values in the present. This in itself brings new meanings to the view of aging, one 
that is concerned with growth and knowledge rather than a view that old age is a 
period of degeneration.
Counter to the above, Sherman (1981: cited in Cooper & Murphy, 1986) argues that 
psychotherapy for older adults can be damaging as defence mechanisms that serve 
adaptive functions in old age should not be dismantled as there may not be enough 
time to make the necessary reparative work. Sherman therefore opts for a 
counselling approach.
Social Interventions
If depression is secondary to social provision individual therapy would not be as 
appropriate as instigating a proper societal response (Cooper & Murphy, 1986). 
Social factors have shown to be important variables in alleviating depression, e.g. 
poor housing, poverty and social economic status (Murphy, 1983: cited in Baldwin, 
1998). As highlighted above, deterioration of intimate social contacts may be a 
causal factor in depression, and the use of a social centre, e.g. Day Centre or Social 
Club, might be effective in alleviating depression. For those people suffering from 
“social deprivation syndrome" (Gemer, 1979: cited in Cooper & Murphy, 1986), their 
symptoms may be alleviated by structured activities and re-socialisation.
The prognosis of older adults with depression is not good (Baldwin, 1998). This may 
suggest that factors extrinsic to an individual may play a larger role than the literature 
suggest. The role of society and society's beliefs about older people may play a
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larger role in the cause and maintenance of depression in this population, and 
psychological approaches that target attitudes in society on an advocacy level may 
be an extremely viable and useful intervention approach.
CONCUSIONS
There is no shortage of potentially useful psychological treatments for depression in 
older adults. It is clear however, that more research needs to be conducted in this 
field. Clinicians need to address the bias within health care provision, which offers 
medication and “geriatric psychiatry” and to explore the possibilities of psychological 
treatments. Over the past two decades, there has been a move away from the 
stereotyping of older adults lacking flexibility and insight, to more developmental 
models such as those of Jung and Erikson, which highlight that aging can be a period 
of positive growth as opposed to degeneration. Indeed, the National Service 
Framework for Older Adults (Department of Health, 2001) states that we should view 
this population as a vital resource for wisdom, experience and talent.
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Clinical Dossier
This section comprises of clinical experience gained in four core placements and two 
specialist placements. Also contained in this section is a summary of the five case 
reports written for each core placement, plus one specialist placement. The five 
clinical case reports are submitted in full in Volume Two of this portfolio, along with 
placement contracts, supervisor evaluation forms and full records of clinical activity.
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Core Adult Mental Health Placement 
Placement details
Dates; October 2001 -  March 2002
Supervisor: Dr Dale Van de Watt
Setting: Surrey Hampshire Borders NHS Trust
Base: Guildford CMHT
Summarv of experience
This placement provided valuable grounding in assessing and treating people 
individually within a cognitive behavioural model. I also used systemic and narrative 
approaches with three clients and with one case I worked co-jointly with my 
supervisor using systemic approaches. Cases ranged from the relatively simple to 
the complex and most referrals were referred via other members of the CMHT. 
There were amply opportunities to conduct psychometric assessments and I had the 
opportunity to do an extensive neuropsychological assessment supervised closely by 
a consultant neuro-clinical psychologist. The wider role of the clinical psychologist 
became evident on this placement, where I worked co-jointly with other clinical 
psychologists and other professionals. I was able to observe the work of both 
individuals and teams (e.g. The Rapid Response Team; CPA meeting) within an adult 
mental health setting. I got experience of co-facilitating an Anxiety Management 
group using CBT psychoeducation and techniques. I began to develop formulation 
and intervention skills in CBT and extend my interest of narrative and systemic 
therapies. I also developed a sense of the importance of supervision and the role of 
the reflective practitioner.
Clinical skills and expertise
Experience was gained with a wide range of presenting problems: OCD, PTSD, 
specific phobias. Bulimia, personality difficulties, sleep disorder and psychosis. I was 
exposed to different cultural background, such as Romany and a client who was in 
the Navy. A variety of assessment procedures were used, including WAIS-III, WMS, 
NART, VOSPB, BDI, BAI, Impacts of Events Scale, Internalised Shame Scale, 
CAPS, Dissociative Experiences Scale and Trauma, Attitudes and Beliefs Scale.
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Core People with Learning Disabilities Placement
Placement details
Dates: April 2002 -  September 2002
Supervisor: Dr Heinz Kobler
Setting: Surrey Hampshire Borders NHS Trust
Base: Frimley Community Learning Disability Team
Summarv of experience
This placement gave the opportunity to work with clients across the intellectual ability 
range. The necessity to apply a range of evidence-based psychotherapeutic 
approaches in an idiosyncratic fashion was highlighted. Models ranged from 
Functional Behavioural Analysis, Systemic to staff support. There was the 
opportunity to work in a consultative manner, attending a number of staff support 
sessions, facilitating a multidisciplinary team's away day and feeding back results of 
psychological assessments. The importance of effective communication across 
professional groups was thus highlighted. This placement allowed multi-disçiplinary 
working, for example a risk assessment conducted with District Nurses and a 
Community Nurse. There was the exposure to ethical issues with this client group, 
for example the capacity to consent to treatment and implications for the individual, 
and supervision allowed reflection of these issues. I also worked with the parents of 
an individual with early onset dementia. I had the opportunity to participate in a 
health promotion day, where I helped organise a stall and co-facilitated a relaxation 
group.
Clinical skills and expertise
I assessed and implemented individual treatments with people with a number of 
presenting problems including: dementia in two people with Down's Syndrome, 
challenging behaviour, Lissencephaly and epilepsy, anxiety and autism and helping 
parents cope with the intellectual deterioration of their son. Neuropsychological and 
psychometric measures I used included WAIS-III, Test for Reception of Grammar, 
British Picture Vocabulary Scale, RAMAS Risk Assessment, Hampshire Dementia 
Assessment, the Autism Checklist and BDI.
82
Child and Adolescent Placement Summary
Core Child and Adolescents Placement 
Placement details
Dates: October 2002 -  March 2003
Supervisor: Nick Kirby-Tumer, Consultant Clinical Psychologist
Setting: West Sussex
Base: Clinical Psychology Department, Princess Royal Hospital
Summarv of experience
I worked with children from 7-years of age to adolescents of 17-years old moving 
towards independence. I worked in a number of contexts, in a CAMHS, Outreach 
Team, In-patient Unit, Outpatient department and as part of a family therapy team 
both in the reflecting team and fronting the sessions. Models of working included 
CBT, Narrative, Structural, Attachment models. Behavioural, Motivational 
Interviewing and Psychodynamic. I was involved in the life of the In-patient Unit, 
attending a variety of meetings and outreach assessments, consulted with a neuro- 
clinical psychologist regarding a client and attended trust wide clinical psychology 
meetings. This placement illustrated the importance of engagement, especially with 
adolescents, to reach a stage for constructive dialogue. I presented results of two 
intellectual assessments to SENCO’s and teachers at their respective schools to aid 
educational and vocational planning and special need support. Again, the role of the 
clinical psychologist in communicating sensitive material coherently was highlighted.
I was given the opportunity to observe clinical psychologists working in a child 
development centre and with Looked After Children and visited a national secure unit. 
There were training opportunities to learn about the role of cognitive appraisals in 
anxiety disorders and I ran a workshop on Motivational Interviewing to a group of 
clinical psychologists.
Clinical skills and expertise
I worked with a number of presenting problems: OCD, conduct difficulties, social 
anxiety, depression, learning disability, personality difficulties, self-harm, sexual 
abuse, physical abuse, ADHD, Anorexia, and attachment difficulties. I became 
competent in the use of WISC-III, Spence Children's Anxiety Scale, BAS, CFSEI, 
6HS, BDI and observed the Sally Ann Test for Autistic Spectrum Disorders.
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Adolescent Specialist Placement 1 
Placement details
Dates: April 2003 -  September 2003
Supervisor: Nick Kirby-Tumer, Consultant Clinical Psychologist
Setting: West Sussex NHS Trust
Base: Clinical Psychology Department, Princess Royal Hospital
Summarv of experience
I developed my assessment, formulation and treatment in CBT, narrative and 
psychodynamic models by working primarily in an adolescent in-patient and outreach 
service. I also continued my experience working in a family therapy clinic. As this 
placement was a continuation of the core child and adolescent I was able to carry 
over three clients and so had experience of sustained therapeutic input. I further 
developed my skills of engagement with this client group, utilising motivational 
interviewing. I worked with individuals, couples and families and professionals, such 
as duty social workers on child protection issues. Involvement with two cases with 
child protection issues further developed my awareness of the necessity of 
multidisciplinary risk assessments and the importance of bringing challenging issues 
to supervision. I attended a number of meetings on the in-patient unit and conducted 
classroom observations. I met with the adult learning disability team to transfer a 
case. I gave a presentation to a group of sixth formers at a careers day about clinical 
psychology and co-facilitated a workshop on the narrative technique of externalising.
I was involved in organisational issues on the in-patient unit, such as the future of the 
young people's community meetings, and co-facilitated a workshop on “What is 
Family Therapy" to inform an information sheet for people attending the clinic. I 
attended a training day run by the Maudsley on self-harm and risk assessment and 
presented a case for consultation with Maudsley Specialist Eating Disorders team.
Clinical skills and expertise
Presenting problems ranged from: sexual abuse, rape, physical abuse, emotional 
abuse, self-harm, depression, ADHD, Anorexia, social welfare problems, school 
refusal, anger difficulties. I used a formal risk assessment measure, trauma scales. 
Adolescent Coping Scale, WISC-III, Haling and Brixton, BDI and BHI.
84
. . - '  - Older Adult Placement Summary
Core Older Aduits Placement
Placement details
Dates: October 2003 -  March 2004
Supervisor: Dr Sarah Agnew & Diana Chanfrea, Consultant Clinical Psychologists
Setting: Surrey Hampshire Borders NHS Trust
Base: Guildford CMHT for the Elderly
Summarv of experience
There was an opportunity to develop individual assessment, formulation and 
intervention skills across the older adult age span within both a CMHTe and in-patient 
unit. I used CBT, behavioural, psychodynamic, narrative and systemic models to 
work with a variety of presenting difficulties. The placement had a strong 
neuropsychological component, where I was able to develop a greater awareness of 
appropriate test selection on a variety of clients and how tests relate to particular 
functions and areas of the brain. I was also exposed to ethical issues regarding 
neuropsychological testing, such as consent to assessment and informing psychiatric 
diagnoses of different dementias. I developed my group work skills, designing and 
co-facilitating a “Using Psychology to Help Ourselves” group, which incorporated both 
postmodern views of aging and CBT techniques for depression. I was able to 
continue my enjoyment of multi-disciplinary working; for example, I worked closely 
with a physiotherapist designing an intervention for fear of falls. I also co-facilitated a 
4-session workshop to a multi-disciplinary group on Psychological Approaches to 
Assessment and presented a case at a trust wide older adult clinical psychologists 
meeting. I also facilitated a staff support session within a care home. My supervisor 
gave me extensive tuition on Autogenic Training. I joined a family therapist on two 
cases, and was able to discuss the important role of family therapy for older adults.
Clinical skills and expertise
Presenting problems ranged from depression, fear of falling, Parkinson’s disease, 
Huntingdon's disease, Alzheimer’s disease, a range of dementias, bereavement, 
anxiety and personality issues. Psychometric measures included WAIS-III, WASI, 
MEAMS, NART, VOSP, CAMCOG, BADS, Recognition Memory Test, Graded 
Naming Test, Kendrick, BDI and BAI.
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Looked After Children -  Specialist Placement 2 
Placement details
Dates: April 2004 -  September 2004
Supervisor: Deborah Page and Esmoret Sylvester
Setting: West Sussex NHS Trust
Base: Clinical Psychology Department, Princess Royal Hospital
Summarv of experience
This placement has allowed me to consolidate and develop my assessment, 
formulation and intervention skills using attachment theory approaches. Due to the 
complexity of the professional systems surrounding Looked After Children it has also 
further developed my systemic skills. The placement was split between residential 
care and foster care, where I worked on a consultation basis with many networks and 
professionals, such as Social Workers, Family Placement Workers, Foster parents 
and residential staff and in-patient staff at a national secure unit. I worked 
therapeutically with a variety of foster families and children, whose fostered children 
presented with a number of complex difficulties. I was involved with investigating a 
young person's experiences of loss of contact with his birth sister using I PA, and 
hope to publish in a professional journal. I have worked co-jointly with a supervisor 
with two families using attachment and systemic models of therapy. I attended a 
number of professional meetings in both settings. During the residential input, I have 
worked co-jointly with my supervisor providing support to staff teams, management 
personnel and presenting regularly about using psychological concepts to help staff 
work with young people on the secure unit. I ran a half-day workshop on working 
with attachment disorders to the unit. I had a number of training opportunities, such 
as introduction to Story Stem, working with attachment disorders and assessing 
Asperger’s Syndrome.
Clinical skills and expertise
Client presenting problems included sexual abuse, physical abuse, emotional abuse, 
neglect, conduct difficulties, depression, aggression, self-harm and attachment 
difficulties. I conducted a number of WISC-IH's and used the Sally-Ann Test for 
Asperger’s.
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Adult Mental Health Case Report Summary 
Assessment and treatment of a man with posttraumatic stress disorder using
narrative therapy
Referral
A 42-year old white English man (Steve) with posttraumatic stress disorder was 
assessed and treated with narrative therapy. Steve, who was married with two 
children, was referred to the psychology service at his local CMHT by his GP. He 
was referred for difficulties with nightmares, flashbacks, poor sleep, outbursts of 
anger and low mood, which were associated with a traumatic experience serving in 
the Navy in the Falklands War.
Assessment and Formulation
Initial assessment involved a clinical interview using the Clinician-Administered PTSD 
Scale, the Dissociative Experiences Scale II, the Internalised Shame Scale and the 
Impact of Events Scale.
Steve presented with severe and frequent intrusive thoughts, images, nightmares and 
flashbacks that caused him considerable distress. He described marked avoidance 
of external and internal cues that reminded him of the trauma and marked 
physiological reactions to exposure to such cues. Steve presented with co-morbid 
feelings of low mood, guilt and low self-esteem. He scored 60 on the Internalised 
Shame Scale, indicating extreme levels of guilt, 27 for intrusions and 24 for 
avoidance on the Impact of Events Scale, indicating high levels of posttraumatic 
symptoms. Assessment indicated that Steve fitted the diagnostic criteria of Post 
Traumatic Stress Disorder
Steve's difficulties were formulated within a Narrative model where the meaning he 
assigned to his symptoms maintained his difficulties. Steve felt extreme frustration at 
not being able to control his anger in front of his wife and children. Exploration of his 
anger uncovered minimal risk towards his wife and family. However, he storied 
himself as a bad father and husband as he had beliefs related to a sense of failure to 
achieve certain expectations of being a good father and husband and to meet the 
Navy's cultural norms of being a strong man who was able to get on with life despite 
his difficulties. This led to feelings of estrangement from his family, the Navy and
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civilians. The family system Isecame disempowered and accepted that at times he 
became ill and so withdrew. At these times Steve evaluated their behaviour as 
evidence of being a bad husband and parent and of being worthless. Other 
maintaining factors included guilt for not trying harder to save crewmembers and 
feelings of low self worth and anger for not receiving adequate support from the 
Navy.
Treatment *
Narrative therapy was implemented over 12 sessions and aimed to process the 
traumatic event. Due to the unhelpful meanings constructed around his symptoms, 
the intervention was then focussed on facilitating new meanings by providing psycho 
education on PTSD. The assessment identified themes that existed outside of his 
problem-saturated narrative, such as the control and strength that he displayed while 
under pressure, his anti-establishment behaviour within the Navy and his desire to be 
good father and husband.
Externalising conversations were used to relieve his feelings of guilt regarding the 
anger outbursts, which enabled Steve to have conversations with his wife and 
children to identify triggers and solution behaviours. Constructive change-orientated 
questions were utilised to help the client frame this process as evidence of being a 
good father and husband.
A time line was used to look at what Steve had managed to achieve in his life despite 
the trauma and helped Steve realise the different social and personal resources he 
had utilised throughout his life. His experience of combat began to shift from being 
the focal point around which all other life events were placed. He accepted readily 
that he was a survivor and therapy was reframed from a sign of weakness to a quest 
to get recognition from the Navy for his own problems and for those who died. This 
reinforced his desire to appeal to the MoD for a larger pension. Finally, future 
orientated questions allowed Steve to realised that a focus on his and his family's 
future would help him to continue being a survivor and move on with his life. Steve 
finished therapy feeling positive about going to a Navy reunion in the close future.
Critical Evaluation
The unstructured approach to sessions seemed to suit Steve and gave him control of 
the pace of therapy and enabled a highly collaborative relationship to be established.
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Therapy was considered successful for 4 main reasons. Firstly, Steve experienced a 
marked reduction in his feelings of guilt and victimisation. Secondly, he became 
orientated towards the future and felt positively about joining a support group and 
going to a Navy reunion. Thirdly, support and strength from his family was utilised 
and enhanced. Finally, Steve's symptoms reduced in both frequency and intensity, 
and his total score on the Impacts of Events Scale reduced from 51 to 18.
In critique of the intervention, a structured anger management programme could have 
been implemented within the narrative framework to enable the client to take 
responsibility and gain control of his anger. This was not included in the action plan 
but the triggers for his anger and the education of his family became important 
elements in the intervention. The trainee could have investigated Steve’s beliefs 
about himself and the world before the trauma.
The trainee had a follow up session with Steve after he had been to his support group 
and reunion. He reported that he received praise from the captain of his ship for his 
behaviour during the traumatic event. Steve said that this was incredibly useful in 
further reducing feelings of guilt and shame.
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People with Learning Disability Case Report Summarv 
Extended assessment of a 50-year old man’s capacity to manage his diabetic
medication
Referral
An extended assessment of a 50-year old man (Mark) with a learning disability was 
carried out. Mark, who was living independently in his own home, was referred to the 
psychology service at his local Community Learning Disability Team by his 
community nurse for an assessment of his capacity to self-manage his treatment for 
diabetes and his capacity to consent to treatment.
Initial assessment and formulation
Discussion with the referrer uncovered the possibility that if Mark was found unable to 
self-medicate he would be moved into shared housing or a nursing home against his 
wishes. This prompted the trainee to reflect on ethical issues. Firstly, factors 
lowering test results were identified; such as Mark's very high blood glucose levels; 
his Klinefelter syndrome; and Mark’s low mood and anxiety regarding meeting a 
psychologist. Secondly, the trainee reflected whether Mark had the capacity to 
consent to an intelligence test, and concluded that before such an assessment Mark 
would need considerable help in understanding what the testing was to be used for 
and the possible implications of his results. Finally, since the District Nurse service 
was under pressure to pull out of Mark's care the outcome of the intellectual 
assessment would determine if they were to advocate moving Mark into a care home. 
Mark was strongly against such a move. After consideration of these ethical 
dilemmas, it was agreed with the Trainee's supervisor to hold back on the intellectual 
testing at this stage but to conduct a more wide-ranging assessment over 4 sessions, 
which aimed at evaluating psychosocial and mood factors impacting on Mark's 
capacity to self-medicate. The assessment showed that Mark was very eager to 
agree even though he did not appear to understand information and was anxious to 
avoid disagreements. He fabricated lower blood glucose levels in his record book, 
which were shown to be much higher when checked in the memory of his electronic 
blood glucose monitor. Mark was very socially isolated with few friends and 
infrequent contact with his family. Despite a psychiatrist concluding he was not 
depressed, Mark had had two recent suicide attempts.
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It was initially formulated that the cognitive model of depression accounted for Mark’s 
difficulties. Early experiences of having a learning disability and diabetes formed 
core beliefs centred on him being inferior and vulnerable. Mark's low mood was 
maintained by a series of negative automatic thoughts. He suffered from low 
motivation, which negatively impacted on his medication compliance. He suffered the 
emotional symptoms of anxiety and guilt and cognitive symptoms such as 
forgetfulness. His environment generated incidents that triggered his depression and 
this was thought to impact directly on his capacity to take medication and stick to his 
diet. Mark's anxiety to avoid conflict in his relationships directly impacted on his 
communication with professionals involved in his care, as he would often say that he 
had done what was asked of him when he had not. This formulation highlighted the 
risk Mark was in his current context. He had communicated to a District Nurse that 
he would consider moving into accommodation where he would be more broadly 
supported. In view of these factors it was decided that it would be appropriate and 
ethical to carry out an intellectual assessment and a risk assessment.
Extended assessment
Mark undertook tests of general intellectual functioning, memory, communication and 
language ability. Mark's difficulty with numbers was considered to be an important 
finding in consideration of his capacity to manage his own treatment. His verbal 
comprehension was considerably higher than his overall intelligence and working 
memory and it was possible that individuals pitched their conversation at a level that 
Mark did not comprehend. A multidisciplinary risk assessment was conducted with 
the Community Nurse and a District Nurse and was presented to Social Services to 
inform their community care assessment.
The extended assessment revealed that the professional input he received for his 
diabetes was helpful and he felt their motives were driven by a genuine friendship. 
This positive relationship with professionals was considered to have had an adverse 
impact on his motivation to correctly manage his medication, as increased self­
management would decrease contact with professionals.
92
People with Learning Disabilities Case Report Summary
Re-formulation and Conclusion
A re-formulation of Mark’s difficulties was considered in a bio-psychosocial model, 
which accounted for contextual, psychological and neurological factors, and 
interaction of these influenced Mark's capacity to manage his medication.
It was concluded that in his current context Mark was unable to manage his treatment 
for diabetes. Specifically, Mark's low intellectual functioning was masked by his 
relatively good vocabulary and his working memory impairment meant that Mark had 
great difficulty in processing and remembering long sequences of information. It was 
highly likely that Mark would acquiesce and say things that he believed others wanted 
to hear. Finally, Mark’s environment produced situations that triggered episodes of 
depression.
A number of recommendations were given regarding communication, regular 
multidisciplinary risk assessment reviews should be conducted, that a supportive 
family placement would be the best placement should he be moved and additional 
psychological input to help Mark develop coping strategies to deal with upsetting 
incidents.
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Child and Adolescent Case Report Summarv 
The Use of Attachment Theory with a Physically Abused 7 Year Old Boy
This report describes the assessment and treatment of an 11-year-old boy, Wallace, 
who was referred to a Clinical Psychology outpatient department by his G.P. 
Wallace’s mother physically abused Wallace from birth until the age of 5 % years, 
after which he moved in with his father, Steve. Steve and his partner Sue reported 
two presenting problems, Wallace’s difficulty in expressing emotions and anger 
towards his birth mother and father and secondly his difficulties in accepting authority. 
Steve primarily wanted a continuation of individual psychotherapeutic input that 
Wallace received at his prior school.
Assessment and Formulation
The assessment process was split into four assessment sessions with Wallace, two 
sessions with Steve and Sue and telephone contact with Wallace’s previous 
psychotherapist. A comprehensive history was taken, which included attachment 
history, developmental history and factors in the family that might have been 
maintaining the problem. Attachment theory was adopted to formulate Wallace’s 
difficulties, where his internal working model was seen as maintaining his difficulties 
as it was a template for relationships and guided social behaviour. This internal 
working model contained experiences of his self as incompetent and incapable of 
obtaining care and expectations of others being untrustworthy and uncaring. Wallace 
witnessed the physical and verbal abuse directed at his father from his mother and 
formed expectations of relationships based on power struggles and unpredictable 
interactions. Wallace needed to experience his self as a powerful child to 
compensate for feelings of helplessness, inadequacy and vulnerability he 
experienced with his mother. Additionally, Steve and Sue’s differing views about 
Wallace’s problematic behaviour and feelings regarding what Wallace had suffered in 
the past meant that they found it difficult to enforce firm consistent behavioural 
boundaries.
Intervention
The intervention was constructed around research evidence that suggests internal 
working models can be modified in abused children by supporting their main 
caregivers. It included psychoeducation of Attachment Theory to bring a joint
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understanding of Wallace’s behaviour, reflective space to help process their own 
feelings about the abuse and contain their feelings towards Wallace’s behaviour and 
techniques to enforce the parental system. Individual work with Wallace was also 
undertaken as discontinuing individual work might have confirmed his belief of others 
as untrustworthy and himself being unworthy of care. The ethical dilemma of 
following this action plan, that is Steve requested individual psychotherapy for his 
son, was discussed. The family was informed of the action plan with the rationale 
that abuse can affect all members of a family and in order to help Wallace they may 
benefit from being able to express their own thoughts and feelings in a contained 
therapeutic environment.
Towards the end of intervention Sue raised the question of whether Wallace should 
still see a psychotherapist. The couple agreed that their newfound honesty about 
their feelings towards the trauma had meant they had been able to respond to 
Wallace’s own trauma in helpful ways. In essence, they were playing the role of a 
psychotherapist. In a 3-week follow-up appointment, conducted in a Family Therapy 
format, the reflecting team highlighted the reflective sensitive approach to Wallace 
that was invaluable to helping him process his trauma.
Critical Evaluation
Steve and Sue recognised that their provision of a stable, consistent and affectionate 
context had helped challenged Wallace’s attachment models. They reported that 
their theoretical understanding had enabled a consistent firm approach to Wallace’s 
problematic behaviour and he had been responding well to behavioural boundaries 
and to Steve and Sue’s ‘adult time’.
The issue of whether Wallace’s contact with his mother should be stopped was 
examined, as was the assumption that contact with a previously violent parent is in 
the best interests of the child. The use of the reflecting team was also discussed, as 
although helpful, it generated some anxiety in Steve and Sue to be observed on 
video. A crucial component of the intervention was the psycho-education. This 
model gave a framework to explain Wallace’s behaviour so that the parents could 
respond collaboratively and firmly towards Wallace. It provided a rationale for 
spending more time together, and without the frame of attachment, the trainee was 
uncertain whether Steve and Sue could allow more time for each other.
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Specialist Placement 1 (Adolescents) Case Report Summary
The Use of Motivational Interviewing to Augment Rationai Emotive Behaviourai 
Therapy and Relapse Prevention with a 14-Year Old Girl Presenting with
Depression and Self-Harm
Referral
A fourteen-year-old white English girl presenting with self-harm, heightened suicide 
risk, depression and anxiety was assessed and treated using motivational 
interviewing and Rational Emotive Therapy. Jodie, who was being treated in an 
adolescent inpatient un'rt, was referred by a Senior Health Officer (SHO) to see 
whether her emotional and behavioural difficulties had an intellectual component. 
Although an intellectual assessment was conducted, it was not presented in detail in 
the case report because it did not represent the majority of work. The trainee worked 
with Jodie within both his core child and family placement and his specialist 
adolescent placement.
Assessment & Formulation
Initial assessment included a clinical interview, team meetings and the administration 
of an intellectual assessment. Other formal psychometric assessments were not 
administered as she showed hostility to self-report measures. The case report 
discussed the benefits of a multidisciplinary assessment in the context of an in­
patient unit and the difficulties in conducting the intellectual assessment.
She presented with number of complex difficxjities, such as auditory hallucinations 
that told her that she was evil and should kill herself, low mood, aggression and 
phobias regarding school and abduction by strangers. The unit's rule of total 
abstinence from self-harm behaviours decreased Jodie's motivation towards reducing 
her cutting.
Rational Emotive Behaviour theory (REST) was adopted to formulate Jodie's 
difficulties, as it had been shown to be useful in crisis intervention. A number of early 
life experiences, such as her mother's post-natal depression, predisposed Jodie to 
form irrational depreciation beliefs. Her parents' frequent use of verbal aggression in
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their relationship and with statutory services predisposed Jodie's use of aggression in 
her relationships.
Jodie’s previous abusive relationship with an older adolescent, combined with 
academic and social difficulties meshed with her depreciation beliefs, which centred 
on worthlessness and vulnerability and produced unhealthy negative emotions of 
depression and anxiety. Similarly, and her current abusive relationship and mood 
congruent auditory hallucinations produced depreciation beliefs. Cognitive distortions 
were identified, which affected the way she perceived peer interaction and from which 
she developed the coping strategy of displaying aggression towards peers and 
teachers to fend off perceived rejection.
Intervention
The intervention phase lasted 20 sessions, where motivational interviewing was first 
used to address her ambivalence towards self-harm. REBT cognitive restructuring 
was then conducted in the action and maintenance stages of change to address her 
dysfunctional assumptions and reduce the possibility of relapse. A constant theme 
was to re-evaluate Jodie’s perceptions of rejection from peers and encourage her to 
re-kindle old relationships.
Within this phase of the intervention, Jodie disclosed that she had begun a 
relationship with an 1 Byear old man called Bill and felt pressure to engage in 
unwanted sexual acts. The disclosure prompted the trainee to contact the Child 
Protection Advisor for the unit, as well the local social services child protection team 
after gaining consent from Jodie. Both advisors agreed that the situation contained 
an element of consent on Jodie’s behalf and that no action would be taken. The 
trainee reinforced her emotional vulnerability to engage in acts, but was advised to 
closely monitor the situation and to encourage Jodie to put boundaries in place. The 
case report highlighted the trainee's feelings of powerlessness to directly intervene in 
her relationship with her boyfriend, as well as feelings of shame and anger towards 
males that use emotional abuse to persuade females into sexual acts. Through 
supervision and though the literature, the trainee came to understand that part of 
these emotions were due countertransference. However, through encouragement, 
Jodie introduced her mother to her boyfriend and told her of her difficulties. This 
initiated a different more collaborative relationship between Jodie and her mother. As 
her mood had stabilised and her motivation and belief that she would manage to be
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abstinent from self-harm with psychological input but without the supportive context of 
the unit she was moved to outreach status. Relapse prevention strategies were use 
to identify high-risk situations, to address cravings and plan other coping strategies 
for situations where she was likely to self-harm. A formal safety plan was drawn up 
between Jodie and the trainee, which she used to good effect. The final sessions 
focussed on assertiveness to further reduce Jodie's aggression and help develop an 
ability to feel more in control of her relationships.
Outcome was assessed in the context of a multi-disciplinary discharge meeting 
where Jodie reported that she had not self-harmed for sixteen weeks, had built up a 
repertoire of coping resources and had made a positive relationship with her mother. 
Other positive life context factors were identified, such as her engagement with a Link 
College course. She was then discharged to the local CAMHS.
The difficulties of not being able to provide top up sessions, which are important to 
relapse prevention were discussed. The difficulties of engaging Jodie in the 
assessment phase were discussed, which meant a lack of baseline data to assess 
outcome. Putting motivational factors as central to the intervention plan and 
discussions with Jodie was considered crucial to engagement and hence the success 
of therapy.
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Older Adults Case Report Summary 
The Neuropsychological Assessment of Huntingdon’s Disease in a 59-Year Old
Man
Referral
The assessment and management of Huntingdon's Disease in a 59year old man (Mr 
Morris) is described. Mr Morris, with a 7year history of anxiety, depression, 
intellectual decline, personality change and choreic movements, was referred to the 
Older Adults Clinical Psychology Service by his Consultant Psychiatrist because of 
difficulties at work and managing daily affairs. The referrer requested a formal 
neuropsychological assessment to help with diagnostic clarification and in particular 
functional vs. organic causation for the reported cognitive anomalies
Assessment
A battery of assessment tests were selected not only to attempt to answer the referral 
question, but also to evaluate a range of mental activities potentially affecting Mr 
Morris' daily living, within appropriate clinical parameters. The main pre-assessment 
hypothesis was that Mr Morris was suffering the onset of Huntingdon's disease. A 
detailed assessment taken from a variety of sources included premorbid intellectual 
functioning, family history and the onset of difficulties. A literature review of 
neuropathological and neuropsychological perspectives was presented.
Ethical considerations regarding testing people with HD and rationale for a number of 
short neuropsychological tests was given. Formal assessment measures were the 
National Adult Reading Test, Wechsler Abbreviated Scale of Intelligence, two 
subtests from the Behavioural Assessment of Dysexecutive Syndrome, Verbal 
Fluency Test, Recognition Memory Test and Beck's Depression Inventory.
Results and Discussion
A discussion of the findings and their congruence to the key features of HD was 
discussed. Key findings included Mr Morris' difficulties in forming strategies for 
organising information and planning actions across different types of tasks, and 
considering his considerably impressive occupational history his executive 
impairment was marked. Impairment on dysexecutive tests are consistent with 
atrophy of the caudate nucleus and disruption of specific parallel subcortical circuits 
with strong connections to frontal cortical regions and his difficulties with phonemic
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and semantic switching performance, as found in people with HD. This was 
explained by atrophy of the caudate and the progressive involvement of frontostriatal 
circuitry in the natural progression of HD. Other findings included specific memory 
impairments and psychiatric symptoms as frequently noted in HD. Irrespective of his 
movement disorder, Mr Morris' neuropsychological profile resembled that of a 
progressive frontosubcortical dysfunction. When combined with the development of 
involuntary movements this profile suggested specifically that deterioration of the 
structures in the basal ganglia was responsible for degeneration. Discussion 
regarding the lack of family history was presented.
Conclusion
The results supported the hypothesis that Mr Morris had HD as there was sut>stantial 
evidence for organic causation for his range of difficulties, and his profile implicated 
fronto-temporal regions with left hemisphere disproportionately affected. The 
presenting problem of deterioration of functioning at work and management of daily 
affairs is usually the presenting problem of individuals with HD. A number of 
recommendations were given, such as genetic testing to rule out or confirm the 
presence of Huntingdon's disease, a referral to Occupational Therapy to assess daily 
living skills, a referral to Speech and Language to assess the impact of choric 
movements on breathing and a follow-up neuropsychological assessment in Gmonths 
time. Ethical considerations of genetic testing along with the impact on his daughter 
and the need for sensitive feedback were discussed in the case report.
Critical Evaluation
There was a discussion on issues of diversity such as ethnic origin, similar 
educational levels and age. Also, there was a discussion as to how the consideration 
of Mr Morris' difficulties limited the potential to carry out a fully comprehensive 
psychological evaluation. On reflection, the trainee felt that a number of important 
assessment areas were not attended to, for example, visuoperceptual-spatial 
functioning, free recall memory and a comprehensive battery targeting executive 
functioning. However, nb free recall test was administered.
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This section comprises of a research log, detailing research activity over the 3-year 
course, the Service Related Research Project [SRRP] and the Major Research 
Project [MRP].
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Log Book of Research Experience
Research
Skill/Experience
Description of how research skill/experience 
acquired
Daté
research
skill/
experience
acquired
Conduct a 
literature search
Conducted literature search, utilising online
computerised databases BIDS (PsychlNFO) and OVID 
(Medline) for Service Related Research Topic [SRRP] 
topic “The Experience of Trauma and the Presence of 
Traumatic Symptoms of Asylum-Seekers in a Detention 
Centre: The Use of a Screening Tool Developed by the 
Medical Polyclinic of the Geneva University Hospital” 
Conducted literature search, utilising online
computerised databases BIDS (PsychlNFO) and OVID 
(Medline) for Qualitative Research Project “An 
Investigation into a Group of Trainee Clinical
Psychologists' Previous and Current Expectations and
Experiences of a Reflective Practitioner Group Using a 
Cooperative Enquiry Approach". Keywords in the 
search included “reflective practitioner group”, 
reflective practice” and “peer support group”.
Conducted numerous literature searches for Major 
Research Project [MRP] “An Exploratory Analysis of 
Clients' Perceptions of Key Components of Narrative 
Therapy using Interpretive Phenomenological Analysis”, 
using above mentioned online databases, as well as 
Cochrane Library online databases. Many keywords 
were used, including “narrative therapy”, “postmodern 
therapy”, “social constructionism”, “research AND 
narrative therapy”, “White" (author), “Interpretive 
Phenomenological Analysis”.
11/2001
03/2003
04/2003
12/2003
Critically review 
the literature
The literature on narrative therapy, postmodern 
approaches to therapy and the impact on research
09/2003
02/2004
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methodologies were all critically reviewed for the 
Introduction for the MRP.
Formulate a 
specific 
research 
question
In consultation with both research and field supervisors 
1 identified a broad research topic and then refined four 
specific research questions.
05/2003 -  
01/2004
Write a brief
research
proposal
A brief research proposal was written and submitted to 
the University Research / Clinical Tutors for the Service 
Related Research Project.
01/2002
Write a detailed
proposal/
protocol
A detailed protocol was prepared for the MRP and was 
submitted to the research / clinical tutors at the 
University. After this, a detailed protocol was submitted 
to the Research Approval and Monitoring Committee 
and Local Research Ethics Committee within the NHS 
Trust the research was being conducted.
07/2003
Obtain
appropriate
supervision
/collaboration
Supervision was obtained from university research tutor 
regarding SRRP and from clinical psychologist working 
in the service.
Supervision was obtained from a number of sources for 
MRP, such as research supervisor, peer qualitative 
research group and field supervisor who was an expert 
in her field.
03/2002
05/2003 -  
06/2004
Write a 
participant 
Information 
sheet and 
consent form
A participant information sheet and consent form was 
written for participants taking part in MRP.
10/2003
Judge ethical 
Issues In 
research and 
amend plans 
accordingly
SRRP: Participants were informed that the information 
was part of the standard procedure of a general health 
screening and was used for audit purposes only - 
written consent was not considered appropriate. All of 
the data collected was made anonymous. The results 
of the screening tool were kept with the researcher 
only.
MRP: A broad scope of ethical issues was considered
03/2002 
07/2003 -
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as part of the process of applying to NHS and university 
ethics committees. Adjustments were made to the 
information sheets and a second consent form was 
constructed following feedback from the NHS ethics 
committee.
11/2003
Obtain approval 
from a research 
ethics 
committee
For SRRP, approval was obtained from Trust Research 
Approvals Committee to request formal approval of the 
project.
For MRP, ethics approval was gained from the NHS 
trust and University Ethics Committee.
05/2002
07/2003
Collect data 
from research 
participants
Ten interviews of participants of MRP were conducted 
using a semi-structured interview.
03/2004 -  
05/2004
Set up a data 
file
A data file was set up for the SRRP using SPSS 
software package.
05/2002
Analyse
quantitative
data
Quantitative data for the SRRP was analysed using 
SPSS. Descriptive statistics were conducted on items 
and a factor analysis of the measure was conducted 
and the resulting two factors were tested for reliability 
using Cronbach's alpha. T-tests were conducted to 
compare scores on the two factors by participants who 
had and had not traumatic experiences.
05/2002
Analyse 
qualitative data
Qualitative data for the qualitative research project was 
obtained through a focus group of trainee clinical 
psychologists using a cooperative enquiry approach. 
Data was analysed as part of a group project using 
Interpretive Phenomenological Analysis.
Qualitative data for the MRP was obtained through 
semi-structured interviews. Data was analysed using 
Interpretive Phenomenological Approach.
05/2003
05/2004 -  
06/2004
Summarise 
results In 
figures /graphs
Results were summarised in tables, graphs and figures 
in all three research project write-ups.
06/2002
05/2003
07/2004
Interpret results 
from data
Results of SRRP data analysis were interpreted and 
included consultation with research tutor.
05/2002
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analysis
Present 
research 
findings/plans 
to an audience
The findings of the SRRP and implications for the 
service were presented to the psychology service 
where the research was conducted.
03/2003
Produce a 
written report 
on a research 
project
A written report for all three research projects was 
complied and submitted as part of course requirements.
06/2002
05/2003
07/2004
Defend research 
project at an 
oral
examination
The major research project was defended at a viva 
voce presentation.
09/2004
Submit research 
report for 
publication In 
joumai/book
The major research project is in preparation for 
publication.
Apply research 
findings to 
clinical practice 
(give examples 
of 3 papers 
published 
during your 
training which 
influenced your 
practice).
SIG Position Paper (2001). Practice Guidance on 
Consent for Clinical Psychologists Working with 
Children and Young People. Leicester The British 
Psychological Society.
Osborne, H. A., Combrinck, M. 1. & Gurd, J. M. (2002). 
Task switching a case of Huntingdon's disease. Cortex, 
38 (5), p 891-894.
Monk, G. & Gehart, D. R. (2003). Sociopolitical activist 
or conversational partner? Distinguishing the position of 
the therapist in narrative and collaborative therapies. 
Family Process, 42 (1 ): 19-30.
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The Experience of Trauma and the Presence of Traumatic 
Symptoms of Asyium-Seekers in a Detention Centre: The use 
of a Screening Tool Developed by the Medical Polyclinic of the 
Geneva University Hospital
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ABSTRACT
Compared to research on refugees, there is little systematic information available 
about levels of past trauma and psychiatric symptoms amongst asylum-seekers who 
are indefinitely detained in purpose built centres. This study aimed to evaluate the 
reliability of a screening measure used by a psychology team providing support to a 
detention centre. It also aimed to provide the service with data on asylum-seekers' 
exposure to traumatic events. Detained asylum-seekers were assessed using a 
screening measure designed by the Medical Polyclinic of the Geneva University 
Hospital. A total of 280 participants included in the study over the period of 
November 1999 to November 2001. The screening measure was found to have 
satisfactory construct reliability, and a factor containing symptoms realted to the 
construct of Post Traumatic Stress Disorder was observed. Participants who 
reported exposure to traumatic events (n = 218) returned statistically significantly 
higher scores than participants that did not (n = 57) on symptoms of post-traumatic 
stress and general physical symptoms. Although limited by diagnostic constraints, 
the present study suggests that detained asylum-seekers may be a high-risk group in 
relation to ongoing stress in the postmigration period.
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The Experience of Trauma and the Presence of Traumatic 
Symptoms of Asylum-Seekers in a Detention Centre: The use 
of a Screening Tool Developed by the Medical Polyclinic of the 
Geneva University Hospital
INTRODUCTION
The following study was carried out in a purpose-built detention centre for asylum- 
seekers.
Socio-Political Context
Detention has been used to deter asylum-seekers from developing countries and is 
one of the most controversial aspects of immigration procedures (Sllove. Steel, & 
Watters, 2000). Currently, there are no accessible centrally available figures for the 
number of asylum-seekers held in detention annually, only figures for an individual 
day (Burnett & Peel, 2001). However, the detention of asylum-seekers is on the 
increase (Amnesty International, 1999). Recent figures show that on one day in April 
2000, a total of 1107 people were detained solely under the powers of immigration 
officers (Roche, 2000). Similarly there are no figures for the average length of 
detention, although it is suggested that a third of all detainees are held for more than 
six months (Pourgourides, Sashldharan & Bracken, 1996). Cleariy, this study was 
conducted in a sensitive political context and focused on a population group that is 
often inaccessible.
Clinical Context
Previous studies have shown the complex physical and mental health needs of 
asylum-seekers (individuals who are awaiting refugee status from the Home Office) 
and refugees (individuals who have received refugee status) in the community. For 
example, a population-based study (Carlson & Rosser-Hogan, 1991) estimated that 
80% of Cambodian refugees who had resettled in the US were clinically depressed. 
Furthermore, rates of refugee populations showing symptoms of Post Traumatic 
Stress Disorder (PTSD) vary from 10% (Hauff & Vaglum, 1994) to 86% (Carlson & 
Rosser-Hogan, 1991; 1993). The variation between these studies may be due in 
part to the different assessment measures used. Hauff & Vaglum used the SCL-90 
[Revised] Global Assessment Scale to assess PTSD, whereas Carlson & Rosser-
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Hogan used Interviews based around the Diagnostic and Statistical Manual of Mental 
Disorders-111—Revised (DSM-III—R) criteria for PTSD. One could be argued that 
Carlson & Rosser-Hogan's method may have been more sensitive to PTSD. Clinic- 
based research has revealed similar rates of depressive disorders among refugee 
populations ranging from 33% to 42% (Kroll, Habenicht, Mackenzie, Yang, Chan, 
-Vang, Nguyen, Ly, Phommasouvanh & Nguyen, 1989; Silove, Sinnerbrink, Field, 
Manicavasagar, 1997) and rates of PTSD 37% or higher (Silove et al., 1997; Loutan, 
Bollini, Pampallona, Bierens De Han, & Gariazzo, 1999; Ramsey, Gorst-Unsworth & 
Turner, 1993; Silove, Chang, & Manicavasagar, 1996; Van Velsen, Gorst-Unsworth & 
Turner, 1996).
Despite the increasing evidence of PTSD in refugee populations, there is a dearth of 
studies looking at PTSD within the asylum seeker population held in detention. The 
lack of systematic data focussing on asylum-seekers may reflect in part the special 
obstacles in studying that population. Language and cultural barriers make the 
collection of accurate data difficult, especially if the sample includes subjects from 
diverse language groups (Silove et al., 1997). Additionally, access to asylum-seekers 
in detention centres is made difficult by the reluctance of governments to allow 
scrutiny of these institutions (Silove et al., 2000) and it is rare for professional support 
to be offered to those seeking asylum. Many of the groups who gain access to such 
populations are non-govemmental organisations that may wish to use their research 
as a vehicle for publicising their plight, and may therefore be biased.
Service Context and Rationale for this Study
A psychology service was contracted to provide psychological support to asylum- 
seekers in a purpose built detention centre. A psychology team from this service 
t)egan using a screening measure originally designed by the Medical Polyclinic of the 
Geneva University Hospital (Loutan et al., 1999) to collect data on the population 
group. This facilitated a referral pathway from the medical service within the centre. 
Loutan et al. designed the screening measure specifically for the purpose of 
assessing the level of trauma experienced by refugees in Switzerland. They found 
that the measure was useful because it was brief and easy to administer, and 
enabled refugees to access health services. They identified that 62% of refugees had 
experienced trauma and showed physical and psychological symptoms of PTSD. 
The psychology team’s rationale for using the measure was that health professionals
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could administer it and it does not require prior knowledge of PTSD. As it was brief, it 
could be incorporated into the Medical Service's health assessment.
Very limited clinical evidence regarding the psychological problems of this population 
group exists in the literature, particularly related to the impact of previous trauma. It 
is important to help identify variables affecting the psychological well-being of asylum- 
seekers so that services may be appropriately targeted.
The rationale of this study is based on the psychology team’s need to gather 
objective and clinically relevant data on this population group. The use of a reliable 
measure to differentiate between those who have experienced trauma and those who 
have not may enable the development of focused and effective services. In addition, 
it may contribute to the shape of future policy aimed at mitigating the stressors 
experienced by asylum-seekers in detention.
RESEARCH QUESTIONS
Following on from the above rationale, this study seeks to answer two fundamental 
service related questions:
1. Is the screening tool able to differentiate between individuals that have 
experienced trauma and those who have not?
2. What proportion of asylum-seekers in the detention centre present with symptoms 
associated with PTSD?
METHOD
Design of the Study
The following documents a cross-sectional descriptive study comparing the 
symptoms reported by asylum-seekers who report previous traumatic experiences 
and those who report no previous traumatic experiences.
Sample
The sample consists of all admitted asylum-seekers that were detained in the period 
of November 1999 to November 2001. The only criteria for inclusion was that they 
stayed within the detention centre for more than one week, the maximum time period 
for a general medical assessment. A high proportion of the total number of detained
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asylum-seekers were thought to t>e Included, although the Immigration Department 
does not ailow access to the actual number of asylum-seekers that passed through 
the centre. Most subjects were able to converse in English.
Measures
A screening tool designed by the Medical Polyclinic of the Geneva University Hospital 
(Loutan et al., 1999) was used (appendix 1), which is administered as a structured 
short interview. Demographic variables included: sex, education, marital status, 
religion and country of origin. The tool collects data on sixteen physical and 
psychological symptoms on a 3-point scale (see table 1).
Table 1, Physical and Psychological Symptoms
Physicai Symptom Psyctioiogicai Symptom
1. Stomach pain 10. Being anxious or irritable
2. Headache 11. Difficulty concentrating
3. Back pain 12. Loss of memory
4. Joint pain 13. Sadness most of the time
5. Pain in the thorax 14. Insomnia
6. Palpitations 15. Nightmares
7. Shortness of breath 16. Recurrent and involuntary memories of past events
8. Dysuria
9. Lack of appetite
The tool includes eight traumatic event variables, measured on a dichotomous scale 
(see table 2).
Table 2, Traumatic Events 
Traumatic Event
1. Taken part or have been exposed to war actions
2. Been imprisoned
3. Lacked shelter, food or water
4. Have suffered severe beating
5. Been tortured
6. Been raped / experienced sexual violence
7. Experience of the murder or family friends
8. Have had the disappearance of family members
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There have Ijeen no validity or reliability studies on the tool to date.
Procedure
The measure was administered verbally to all asylum-seekers as part of a medical 
assessment that admitted asylum-seekers within the detention centre are obligated to 
undergo. One General Practitioner and two nurses were identified to administer the 
tool in order to minimise variability. It was emphasised to participants that their 
answers to the questions would neither advance nor hinder their asylum claims, no 
information would be released to the authorities, and the assessment was part of the 
service’s normal practice. When English was not understood, or when an individual 
requested as such, interpreters within the detention centre were used (see discussion 
section for limitations of this approach).
Data Analysis
Descriptive statistics were conducted on all items on the scale. The physical and 
psychological symptoms were treated as ordinal scales. A factor analysis of the 
measure was conducted and the resulting two factors were tested for reliability using 
Cronbach’s alpha and were treated as ratio scale items. T-tests were conducted to 
compare scores on the two factors reported by participants who had traumatic 
experiences and those that did not.
ETHICAL CONSIDERATIONS
Participants were informed that the information was part of the standard procedure of 
a general health screening and was used for audit purposes only. Therefore, written 
consent was not considered appropriate. All of the data collected was made 
anonymous, and any details that could lead to possible identification were removed 
(e.g. name, date of birth and room number). The data was entered into a database 
within the department. The results of the screening tool were kept with the 
researcher only.
RESULTS
Demographic Characteristics
There were two hundred and eighty participants, comprising of sixty-six females 
(23.6%) and two hundred and fourteen males (76,4%). Participants originated from
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56 countries (see appendix 2 for a table of the countries and a table of the 
geographical regions). The majority of participants (43.3%) came from Africa 
(Central Africa, 16.4%: West Africa, 10.9%: East Africa 7.3%: South Africa, 6.2%: and 
North Africa, 2.5%). A significant number came from Asia (West Asia, 17.8%: Central 
Asia 3.3%: and North Asia, 1.8%), the Balkan region (13.6%) and West Indies 
(9.5%). Table 3 displays education attainment.
Table 3 Educational Attainment
Type of education Frequency Valid Percent
No education 5 1.8
Primary school 4 1.4
Secondary school 48 17.1
Military school 1 0.4
College 16 5.7
University 15 5.4
Post graduate 2 0.7
Missing data 189 67.5
Total 91 100.0
The missing data were not treated as “no education", as there was no means to 
check with participants. Therefore, table 3 could underestimate the proportion of the 
sample that received no formal education. In terms of their marital status, one 
hundred and fifty subjects (61.2%) were single, eighty nine subjects (36.3%) were 
married, four subjects (1.6%) were divorced, one (0.4%) was engaged and one 
(0.4%) was a widower.
Experience of Symptoms
Table 4 overleaf shows descriptive statistics for reported physical and psychological 
symptom items.
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Table 4, Reported Symptoms
Symptom N Median Mode Frequency (Vaiid %)
Never Aiittie Very often
Stomach 279 0 0 174 (62%) 83 (30%) 22 (8%)
Headache 278 1 1 105 (38%) 116(42%) 57 (20%)
Backache 277 0 0 171 (62%) 72 (26%) 34(12%)
Joint pain 277 0 0 186 (67%) 62 (22%) 29 (11%)
Thorax 275 0 0 200 (80%) 40 (15%) 15(5%)
Palpitations 274 0 0 207 (76%) 52 (19%) 15(6%)
Short of breath 275 0 0 213 (77%) 49 (18%) 13(5%)
Dysuria 272 0 0 253 (93%) 14 (5%) 5 (2%)
Loss of appetite 277 0 0 192 (69%) 52 (19%) 33 (12%)
Anxious 272 0 0 159 (58%) 67 (25%) 46 (17%)
Low concentration 275 0 0 170 (62%) 64 (23%) 41 (15%)
Loss of memory 275 0 0 181 (66%) 66 (24%) 28 (10%)
Sadness 277 1 0 104 (38%) 87 (31%) 86 (31%)
Insomnia 276 0 0 166 (60%) 58 (21%) 52 (19%)
Nightmares 273 0 0 174 (64%) 55 (20%) 44 (16%)
Intrusions 257 0 0 147 (57%) 53 (21%) 57 (22%)
The most commonly experienced symptoms were headaches and sadness, where 
62% and 62% respectively reported experiencing each symptom to some degree. 
Table 5 shows that psychological symptoms were more commonly reported than 
physical ones.
A principal component factor analysis of the questionnaire was conducted. A scree 
plot indicated the presence of 2 distinct factors (see appendix 3), and the KMO 
Statistic = .901. Table 5 shows the results of a factor analysis where Varimax 
rotation was used.
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Table 5 Rotated Component Matrix
Item Component 1 Component 2 Component 3
Lack of concentration .784 .191 5.13E-02
Anxious .714 .286 1.74E-03
Jntrusions .698 .139 .145
Sadness .672 .147 7.53E-02
Palpitations .663 .175 .139
Loss of memory .633 .220 6.89E-02
Appetite .609 9.75E-02 8.86E-02
Insomnia .585 5.35E-02 .520
Nightmares .543 .231 .224
Shortness of Breath .514 .223 .336
Joint pain ,190 .707 .181
Headache .311 .670 -7.46E-02
Back ache -.104 .639 .462
Stomach ache .244 .592 -3.36E-02
Pain in thorax .397 .412 9.38E-02
Dysuria .184 5.94E-02 .816
Method: Varimax with
Kaiser Normalization.
The results of rotation showed three distinct factors within the physical and 
psychological symptoms, with the item “Dysuria" not weighted on either factor. The 
first factor accounted for 36.7% of the variance and the second factor accounted for 
8.3%. A Scree plot showed the presence of two distinct factors, so the item “Dysuria" 
was dropped. The other loaded items were combined to make two new scales using 
Comrey and Lee’s (1992) criteria for the cut-off point for interpreting items as loading 
on the same scale (>.71 exceHent; > 63 very good; >.55 good; >.45 fair; and > .32 
poor). “Pain in the thorax" was the only item that had a “fair" loading on its scale. 
Physical Symptoms. Table 6 shows the two scales with their Cronbach reliability 
alpha scores and corresponding items.
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Items œmprising the scale “PTSD” Items comprising the scale “Physical
symptoms”
Concentration Stomach pains
Intrusions Headache
Anxious Backache
Sadness Joint pain
Palpitations Thorax
Loss of memory
Loss of appetite
Insomnia
Nightmares
Shortness of breath
Cronbach’s Alpha = .874 Cronbach’s Alpha = .668
The first scale was labelled “PTSD” because the items corresponded well with those 
described in the American Diagnostic Statistical Manual IV (American Psychiatric 
Association, 1994) for the construct of PTSD. The internal consistency of this scale 
was satisfactory and accepted. The second scale was labelled “Physical symptoms”, 
as the items related to general symptoms not specific to PTSD or anxiety. The 
reliability of the “Physical symptoms” scale is suspect, and therefore caution is 
required in further interpretation. Table 7 shows descriptive statistics for the 
constructed scales.
Table 7 Descriptive Statistics
PTSD Physical Symptoms
N 242 274
Missing data 38 6
Mean 5.17 2.46
Median 3.00 2.00
Std. Deviation 4.95 2.17
Skewness .984 .859
Std. Error of Skewness .156 .147
Kurtosis .102 .368
Std. Error of Kurtosis .312 .293
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As a general rule of thumb, values of skewness and kurtosis above 1 or below -1 
indicate unevenly distributed data. The respective values for both the PTSD scale 
and the Physical Symptoms scale fall within this criterion and no transformations 
were conducted.
Experience of Trauma
Table 8 displays descriptive statistics for the experience of the 8 trauma items. 
Table 8
Trauma N Response
“No" (Valid %) “Yes" (Valid %)
War 273 181 (66%) 92 (34%)
Prison 278 178 (64%) 100 (36%)
Lack of shelter 265 187 (71%) 78 (29%)
Beaten 270 150 (56%) 120 (44%)
Tortured 267 185 (69%) 82 (31%)
Rape 255 235 (92%) 20 (8%)
Murder 274 182 (66%) 92 (34%)
Disappearance of family 270 194 (72%) 76 (28%)
The most frequently reported traumatic experience was being beaten (44%), followed 
by imprisonment (36%).
Seventy eight percent of the sample (218 participants) reported the experience of a 
traumatic event, with twenty percent reporting no experience of traumatic events. 
There were 5 participants (1.8%) whom could not be classified into either group.
Independent t-test analyses were conducted to look at differences t)etween the 
responses of the Traumatic Experience group and No Traumatic Experience group 
on the “PTSD" (table 9) and “Physical Symptom" (table 10) scales. The use of t-tests 
on this data was justified as the tests were conducted on a cluster of symptoms, not 
individual symptoms, and the data was treated as interval scale data.
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Table 9 PTSD scale
Traumatic Experience Group No Traumatic Experience Group Independent t-test result
N Mean “PTSD" 
Score
St dev N Mean “PTSD" 
Score
St dev t value df Sig
(0.05)
186 6.06 5.10 54 2.15 2.83 5.40 238 .000
Table 10 Physical Symptoms scale
Traumatic Experience Group No Traumatic Experience Group Independent t-test result
N Mean “Physical" 
Score
St dev N Mean “Physical" 
Score
St dev t value df Sig
(0.05)
213 2.75 2.23 56 1.45 1.58 4.13 267 .000
Statistically significant différences were found between the two groups on both the 
PTSD scale and the Physical Symptoms scale. However, caution needs to be 
applied in considering interpretation of the differences on the Physical Symptoms 
scale because of its low internal consistency. However, a correlation between the 
two scales was carried out (r = .550, p < 0.01 level), which shows that the two scales 
are not independent from each other.
DISCUSSION 
Research Question One
One of the central aims of this study was to assess the screening measure for its 
ability to differentiate between asylum-seekers who have experienced trauma and 
those who have not. The results show that the measure is useful as a screening tool 
to discriminate between individuals who might be experiencing symptoms associated 
with PTSD and those who are not.
A factor analysis produced two components, the first included items related to PTSD, 
which showed good construct reliability. The second contained items related to 
general physical symptoms, which showed less satisfactory reliability. There was an 
expected correlation between the two components, as symptoms related to PTSD are 
not exclusive to other symptoms of physical health. This result has t)@en reported 
elsewhere, for example Burnett and Peel (2001) note that there are interrelations 
t)etween physical and psychological symptoms reported by survivors of torture and 
trauma. Further analysis showed that there were significant differences in reported
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symptoms t>etween participants who reported trauma and those who did not. 
Differences were ot)served for both PTSD related symptoms and general symptoms. 
However, one limitation of this study concerns the caution needed in interpreting the 
Physical Symptoms component due to its less satisfactory reliability.
An important limitation of the screening measure is that it does not contain items 
related to avoidance of activities, situations and cues associated with trauma, which 
the diagnosis of PTSD pertains (American Psychiatric Association, 1994). Inclusion 
of such items should improve the reliability of the measure, as well as improving its 
validity.
Recommendations
• Additional general physical symptom items should be included to the measure in 
order to improve construct reliability within the Physical Symptoms scale, and the 
item Dysuria dropped
• The measure should be extended to include items on avoidance
Research Question Two
The results show that 78% of participants reported the experience of at least one 
traumatic event. This result is almost identical to Silove et al (1997) who found that 
79% of their sample had experience of a traumatic event. Silove et al also found 
similar numbers of asylum-seekers reported to have experienced specific traumatic 
events, such as torture (27%) and murder of family (60%). This study does not 
purport to indicate the level of diagnosed PTSD, only the presence of symptoms 
associated with the construct. It must be borne in mind the presence of symptoms of 
psychological distress does not necessarily signify mental illness. Therefore, 
prevalence of PTSD cannot be extrapolated from the results of this study to be 
compared to other studies, such as those reported in the introduction.
The above result has important clinical implications for the service. It indicates that a 
high proportion of asylum-seekers in detention have experienced traumatic events, 
and therefore may be vulnerable to the development of PTSD.
However, four limitations of the methodology were identified. Firstly, the trauma 
items are subjective and could have a wide range of meanings for participants and 
administrators. For example, the item “Have you suffered a severe beating?" could
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cover an almost unlimited number of different events with different consequences and 
meanings. Secondly, the self-reported nature of the tool may have been subject to 
measurement errors due to language and cultural barriers. Interpreters were used 
where possible, but these often were the participants' acquaintances within the 
centre. Therefore, disclosure of information may have been either limited or over 
reported. Thirdly, it is possible that asylum-seekers in this study may have 
accentuated their difficulties in order to help their claim. The interviewers, in respect 
to this difficulty, stressed the confidential nature of the assessment. Furthermore, it is 
argued by the author that the selective relationship between past trauma exposure 
and PTSD associated symptoms confers face validity of the data. Lastly, the length 
of detention was not ascertained. This variable may have importance to the service, 
as perhaps an individual who has been detained for over a year may display an 
increase in symptoms related to PTSD and depression.
Recommendations
• Trained interpreters should be used, not family or friends
• The trauma items should be deconstructed to elicit more comprehensive and 
specific information
• The length of detention should be recorded
CONCLUSIONS
This study has shown the construct reliability of the screening measure used by the 
psychology service is satisfactory for the purpose of screening for symptoms of 
PTSD. Further development of the measure should improve this still. The study also 
reported the high proportion of asylum-seekers that have experienced traumatic 
events. However, the limitations of the study meant that the prevalence of PTSD 
within the centre could not be ascertained. Nevertheless, the high proportion of 
reported symptoms associated with PTSD indicates the probability of a high incident 
rate. Cleariy, this is a vulnerable population group, which requires specialist services.
There is evidence that post-migratory stressors may predict high levels of depression 
(Steel & Silove, 2000). Stressors include problems associated with the asylum- 
seeker process, challenges intrinsic to making refugee claims and difficulties arising 
from exclusion of services. Within the context of indefinite detention, an asylum- 
seeker experiences all of these. This presents a challenge for services involved in 
their healthcare.
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Appendix 1 -  Questionnaire 
PHYSICAL AND PSYCHOLOGICAL ASSESSMENT QUESHONNAIRE
This questionnaire collects information on physical and psychological 
symptoms and previous experience to traumatic events.
The questionnaire may identify asylum seekers' in need of further and 
assessment and care to reduce long-term post-traumatic psychosocial 
disability and strengthen coping capability.
Basic Demographic Information
N a m e ____________________
Education (3
Religion fY\oS>Uyv^
Country of origin if~4
Sex A n
Marital Status J^ U O Q ^
16 Physical and Psychological symptoms
1. Stomach pain
2. Headache
3. Back pain
4. Joint pain
5. Pain in the thorax
6. Palpitations
7. BhoctRess o f breath 
8( D y s u n ^
9. iTack of appetite 
h  10. Being anxious or irritable
11. D ifficu lty  concentrating 
^  12. Loss of memory
13. Sadness m ost o f the time 
 ^ 14. Insomnia 
G* 15. N ightm ares
Recurrent and Involuntary 
memories o f past events
Never
How often -
A little Very often
/
/
/
/
/
/
/
y
j
y ^
■j
12*
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Traumatic events
Please indicate whether you have experienced any of the following traumatic 
events: -
17. Taken part or have been exposed to war actions
18. Been imprisoned
19. Lacked shelter, food or water
20. Have suffered severe beating
21. Been tortured
22. Been raped/experienced sexual violence
23. Experience of the murder of family members
24. Have had the disappearance of family members
Yes No
X
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Frequency Percent Valid Percent
Cumulative
Valid Afghanistan 13 4.6 4.6
Africa 1 .4 .4 5.0
Albania 6 2.1 2.1 7.1
Algeria 5 1.8 1.8 8.9
Angola 4 1.4 1.4 10.4
Bangladesh 2 11.1
Bolivia 1 11.4
Bosnia_Herzegovira _ 1 11.8
Bulgaria 1 12.1
Cameroon 3 1.1 1.1 13.2
China 6 2.1 2.1 15.4
Colombia 3 1.1 1.1 16.4
Ecuador 2 .7 .7 17.1
Egypt 1 .4 17.5
England 1 .4 17.9
Estonia 1 .4 18.2
Ethiopia 1 .4 18.6
Gambia 5 1.8 1.8 20.4
Ghana 15 5.4 5.4 25.7
Guinea Bissan 1 .4 26.1
Guyana 1 .4 26.4
India 12 4.3 4.3 30.7
Iran 5 1.8 1.8 32.5
Iraq 3 1.1 1.1 33.6
Ivory Coast 2 .7 .7 34,3
Jamaica 25 8.9 8.9 43.2
Kenya 10 3.6 3.6 46.8
Kosovo 4 1.4 1.4 48.2
Latvia 1 .4 .4 48.6
Lebanon 1 .4 .4 48.9
Liberia 1 .4 .4 49.3
Libya 1 .4 .4 49.6
Lithuania 3 1.1 1.1 50.7
Maldives 1 .4 .4 51.1
Missing 4 1.4 . 1.4 52.5
Moldavia 2 .7 .7 53.2
Nepal 1 .4 .4 53.6
New Zealand 1 .4 .4 53.9
Nigeria 36 12.9 12.9 66.8
Pakistan 10 3.6 3.6 70.4
Palestinian 1 .4 .4 70.7
Romania 9 3.2 3.2 73.9
Russia 5 1.8 1.8 75.7
Rwanda 1 .4 .4 76.1
Senegal 1 .4 .4 76.4
Sierra L.eone 4 1.4 1.4 77.9
Somalia 1 .4 .4 78.2
South Africa 2 .7 .7 78.9
Sri Lanka 11 3.9 3.9 82.9
St Lucia 1 .4 .4 83.2
Tanzania 4 1.4 1.4 84.6
Toga 1 .4 .4 85.0
Turkey 4 1.4 1.4 86.4
Uganda 4 1.4 1.4 87.9
Ukraine 9 3.2 3.2 9U_
Country of Origin
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Frequency Percent Valid Percent
Cumulative
Percent
Valid USA 1 .4 .4 91.4
Yugoslavia 8 2.9 2.9 94.3
Zaire 5 1.8 1.8 96.1
Zimbabwe 11 3.9 3.9 100.0
Total 280 100.0 100.0
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Frequency Percent Vaiid Percent
Cumulative
Percent
Valid balkans 38 13.6 13.8 13.8
central africa 45 16.1 16.4 30.2
central asia 9 3.2 3.3 33.5
europé 9 3.2 3.3 36.7
east africa 20 7.1 7.3 44.0
middle east 11 3.9 4.0 48.0
north africa 7 2.5 2.5 50.5
north asia 5 1.8 1.8 52.4
oceana 1 .4 .4 52.7
south africa 17 6.1 6.2 58.9
south america 7 2.5 2.5 61.5
usa 1 .4 .4 61.8
west africa 30 10.7 10.9 72.7
west asia 49 17.5 17.8 90.5
west indies 26 9.3 9.5 100.0
Total 275 98.2 100.0
Missing 9 5 1.8
Totai 280 100.0
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NHS Trust
Date: 12 May 2003 
OufRef: MC/jnili
Mr A Cooper 
Psychology Department 
Princess Royal Hospital 
Haywards Heath
Dear Alistair
Re: Service Related Research
THE EXPERIENCE OF TRAUMA AND THE PRESENCE OF TRAUMATIC 
SYMPTOMS OF ASYLUM-SEEKERS IN A DETENTION CENTRÉ: THE 
USE OF A SCREENING TOOL DEVELOPED BY THE MEDICAL 
POLYCLINIC OF THE GENEVA UNIVERSITY HOSPITAL
Thank you very much for your very useful presentation on the use of the screening 
form with the population in Tinsley House. It was extremely useful to verify the use 
of the screening form and to describe the detainee population. It will help in my 
discussions with the Commissioners and the Home Office regarding psychological 
services for people in detention, Hopefully, we will be able to publish it in a 
relevant joumal.
Many thanks again for your valuable input.
Yours sincerely
Ur<
T
Maeve Crowley
Consultant Clinical Psychologist
PSYCHOLOGY, CRAWLEY HORSHAM SECTOR 
Horsham Hospital Hurst Road Horsham RH12 2DR 
Telephone: 01403 227000 ext 7272 Fax: 01403 227005
INVESTORSDiPEOPLE Chairman Glynn Jones Chief Executive Lisa Rodrigues
MAJOR RESEARCH PROJECT
An Exploratory Analysis of Clients' Perceptions of Key 
Components of Narrative Therapy using Interpretiye 
Phenomenological Analysis
July 2004 
Year 3
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Abstract
Narrative therapy evolved in the family therapy arena in the late 1980’s in Australia 
and New Zealand from the work of White and Epston (e.g. White & Epston, 1990). It 
has expanded in its use since then and much literature has risen around it. However, 
robust research studies supporting the concepts within the therapy are scarce since 
most descriptions of narrative therapy are focussed on individual clinical transcripts 
(Smith, 1997). The current exploratory study used qualitative methodology to answer 
the questions: “How did individuals experience the therapeutic technique of
externalising, and how relevant was this to their problems? Were individuals aware of 
an emerging alternative narrative in therapy, and if so how was it made relevant and 
has it survived? How did making explicit a dominant narrative held in society and in 
their family impact on individuals’ therapy? How did participants experience their 
relationship with the therapist?" Ten adults who had received narrative therapy and 
were either at completion or follow-up stage of therapy in an NHS adult psychology 
department were interviewed. The accounts focused on the experience of the therapy 
process. Interviews were conducted at participants’ home or at the department not 
more than 4months after discharge or nearing the end of their therapy. Interpretative 
Phenomenological Analysis (IRA: Smith, 1996) was used to analyse the data. Four 
major themes emerged (Experiences of individuals before therapy; Getting 
understandings in therapy; New self-descriptions; Therapist qualities). The findings 
supported a number of concepts inherent in narrative therapy. Highly relevant to 
participants’ therapy was an understanding generated by externalising conversations 
that their relationships with their problems had been shaped by history and culture. 
Identifying contradictory experiences was a vital process within therapy, although 
participants needed help from their therapist to do this. Reflecting on the meaning of 
contradictory events and owning specific qualities helped generate new self- 
narratives. Finally, this study indicated that narrative therapists can and do use their 
position of expert to legitimise their views and beliefs, which can be experienced by 
clients in positive and empowering ways. A number of implications for clinical 
practice are discussed such as a therapeutic stance of certainty can be useful in 
facilitating a client’s ‘knowing’.
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1 Introduction
1.1 Introducing the research
Narrative therapy evolved in the family therapy arena in the late 1980’s in Australia 
and New Zealand from the work of White and Epston (White, 1986, 1993: White & 
Epston, 1990). Since then it has been extended to other counselling settings and a 
burgeoning literature has risen around it. In this study, I aim to explore a number of 
concepts within narrative therapy by analysing participants’ accounts of therapy. 
Currently the evidence-base supporting the concepts is not robust since most 
descriptions of narrative therapy are focussed on individual clinical transcripts (Smith, 
1997). Therefore, it is hoped that this study can contribute to strengthening the 
position of narrative therapy in clinical psychologists’ practice within the current 
climate of evidence-based practice.
Narrative therapy presents a postmodern way of thinking about families and 
individuals that is different from some traditional family and individual therapies that 
rely on an adherence to defined concepts about dysfunction and function (St. James 
O’Connor, Meakes, Pickering & Schuman, 1997). Therefore, it has been argued that 
it is more important to adopt the worldview of postmodernism that underpins narrative 
therapy than to adopt any particular technique (Freedman & Combs, 1996).
1.2 Postmodernism
Postmodernism has become an umbrella term that refers to many writers who may 
otherwise be called poststructural, social constructionist, postpositivist or narrative 
(Walter & Peller, 2000). This broad term will be used throughout this thesis.
1.21 Postmodernism in relation to psychoiogy and knowiedge 
Narrative therapy represents a radical departure from those traditional Western 
therapies that are based on structuralist frameworks (Drewery, Winslade & Monk, 
2000). Generally, structuralism, the dominating epistemology of the scientific world, 
is the worldview in which people think it is possible to find “objective” facts. Critically, 
it is considered that these facts can be tied together to create overarching theories 
that bring us nearer to an accurate understanding of the real universe (Freedman and 
Coombs, 1996). Within psychology structuralists attempt to uncover a cause of why
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the mind is working in a particular way by drawing on an essential generalised 
knowledge base (Ward, 1997). For example, when this is applied to mental health, 
problematic experiences could be seen as reflecting an underlying personality 
structure as portrayed in the Diagnostic and Statistical Manual of Mental Disorders -  
4^ Edition (DSM -  IV: American Psychiatric Association, 1994: Drewery, Winslade & 
Monk, 2000). The process by which ideas come to be considered as representations 
of universal truths about an underlying reality that we all share it is called reification. 
Within the process of reification products of human activity come to be described as 
being more than human products, and our own authorship of the human world is 
likely to be forgotten (Berger & Luckmann, 1966).
Traditionally, psychology is seen as a structuralist tradition based upon rationality and 
objectivity, which is coherent, logical and with no exceptions However, a post­
modern position may argue that psychology is a large system of thought that has 
structured itself around points of reference of its own creation. Whenever a 
psychologist within this system communicates and repeats ideas, which are 
embedded within psychology, their words are seldom questioned.. In this way, the 
psychology community's construction of the world sustains its own life and reinforces 
its own position. Such a worldview invites one way of li^ fe while discouraging others 
(Gergen & McNamee, 2000). For example, DSM -  IV (American Psychiatric 
Association, 1994) is congruent to the Western mental health community’s 
construction of the world, is seldom questioned, and is consequently legitimised.
However, such positions fail to consider the process of construction. Construction 
posits that there is no “pure” knowledge that exists outside of society, culture or 
language, but rather knowledge can only arise and exist within communities of 
knowers (Freedman and Combs, 1996). In this way the DSM -  IV is viewed as a 
cultural and historical product that has specific uses in specific contexts. 
Postmodernism would question the belief that the DSM -  IV is a convincing advance 
in the relentless progress of an essential human understanding. We can see that 
postmodernism focuses on how people interact with each other to construct, modify 
and maintain what their society holds to be true, real and meaningful, and questions 
the notion that there is one correct way to define things. Importantly for narrative 
therapists, postmodernism assumes that the influential discourses of psychology and
 ^“Essential” in this context relates to the idea that there exists a universal timeless core, 
which ultimately can explain actions (Ward, 1997).
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psychiatry can be experienced as dehumanising by the very people they aim to help. 
For example, DSM -IV  is based on value-laden ideas of what is “normal" or “well- 
adjusted”. Such diagnostic tools may illustrate to the client that they are not in a 
position to judge their own situation and therefore can never be certain that they are 
“cured” (Gergen & McNamee, 2000), I hope that this dissertation can provide some 
insight into how these traditions have affected the research participants in this study.
To ascribe to a postmodern philosophy does not prevent one from using structuralist 
ideas, but invites one into less trusting relationships with such frames of 
understanding (Drewery et al., 2000). Postmodernists introduce new ideas in an 
attempt to shake up old systems of thought and destabilise traditional understandings 
or discourses. It is assumed that contrary to traditional therapies, a narrative 
therapist does not give privilege to an “expert” theory of what a client’s problematic 
event might represent. Rather, how an individual has come to construct their view of 
themselves becomes the object of focus (Zimmerman & Beaudoin, 2002).
1.22 Postmodernism and ianguage
Postmodernism represents a shift away from attempts to observe and discover 
causes of behaviour and suggests instead that we live in a world of linguistic events 
and that the language we use constitutes our world and beliefs (Walter & Peller,
2000). Knowledge is conceived to arise in the inter-subjective space between 
communities of individuals. As the above illustration of DSM-IV suggests, the 
knowledge that mental health professionals have about using language to describe 
concepts in mental health is gained from social contexts and learnt from 
communication with others. It follows that mental health communities privilege 
certain language practices over others. Therefore, knowing how to communicate 
belongs in the social sphere, where the rules for usage are constructed and invented 
to serve local needs rather than being privately constructed within individuals. We 
use language that is available, that has become used and accepted in a patterned 
way, and it is this that generates our experience. Postmodernism posits language 
and speech are never neutral or transparent, and that words do not merely point to 
meanings outside of themselves (Loewenthal & Snell, 2003). Instead, meanings are 
produced by performances of language in a variety of social contexts and can change 
over time and situation. Postmodernists would assert that words and gestures are 
cultural, personal and inter-subjective acts (Loewenthal & Snell, 2003). The idea that 
talk is action is important to narrative therapy; talk produces common understandings
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of who we are and what is possible for us to do (Drewery, et al., 2000). People’s 
creative and interactive use of language to describe experience actively shapes their 
lives. To conclude on the nature of postmodernism I quote Drewery et al. (2000): 
“Constructionism is first and foremost an epistemology. It offers a different set of 
questions about what exists and what does not, and invites one to change the way 
one thinks about the distinction between subject and object. It does this by 
emphasizing the constructive nature of language. Constructionism is built on the 
notion of talk as action rather than as representation.” (Drewery et al., 2000: pp 247.)
I would like to now discuss my perspective of how postmodernism contributed to the 
development of the key constructs within narrative therapy. In line with the 
epistemological. roots of postmodernism there is .no singular account from which to 
pay homage (Doan, 1998), therefore I do not claim that the following account speaks 
the “truth” about the influences on the development of the theory. What follows is 
one narrative, one that would most likely be distinct from another author’s.
Because of the nebulous concepts of postmodernism, understanding narrative 
therapy can be challenging. However, I will use concrete examples of my personal 
experiences of being a person who stutters to help communicate my understanding 
of narrative therapy within the context of postmodernism.
1.3 Narratives
1.31 Postmodernism and the concept of “narrative"
Postmodernism assumes that we cannot have direct experience of the world, but 
what we know of life we know from lived experience (White & Epston, 1990). 
Narrative therapy suggests that in order to give lived experience expression and to 
make sense of our lives our experience needs to be “storied” and it is the meaning 
this brings that shapes our lives.
We “story” our lived experience by arranging experiences of events in a linear 
temporal sequence of past, present and future, which constructs a coherent account 
about ourselves. This account is referred to as a narrative (White & Epston, 1990). It 
is not that there exists a set of data and the narrative is used to account for that set, 
but that the primary narrative establishes what is to count as data. Therefore, it 
largely determines which aspects of experience to select out for expression.
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White refers to Bruner’s (1986: cited in White, 1993) concepts to make comparisons 
between the structure of written texts and the structure of self-narratives. Self- 
narratives, like literary narratives, are composed of dual landscapes, a “landscape of 
action" and a “landscape of consciousness”. The landscape of action is comprised of 
a chronological linking of events according to specific plots. Thus, a reader of a 
narrative is provided with a perspective on the thematic unfolding of events across 
time.
Box 1
My self-narrative of being a "stutterer" begins at the age of llyears. In a Secondary 
school Drama class we were asked to introduce ourselves to the teacher and on my 
turn I  was unable to say my name. Both my peers and the teacher laughed. The 
introductions went around again, and before my turn the teacher remarked " I think 
we know your name already!" generating more laughter. My "stutterer" narrative 
continues with a coherent multitude of specific stuttering experiences spanning from 
this incident through to the present day. These experiences include actual stuttering 
and avoiding situations in which I predicted I would stutter.
The landscape of consciousness, on the other hand, is where the generation of 
significance occurs. We make snap judgements and assume things about our own 
and others’ expectations and motivations and the landscape of consciousness is 
comprised of the meanings generated by these perceptions through reflection on the 
events and plots as they unfold through the self-narrative. Often our consideration 
and reflections on what we perceive to be others’ beliefs and actions combine to 
solidify our self-narrative. This phenomenon, determines particular interactions 
(White, 1993) as illustrated in box 2 below.
Box 2
My stuttering narrative includes the meanings I created from my stuttering 
experiences. Firstly, my own reflections on the stereotype of a "stutterer" relate to 
someone who cannot communicate "normally" and hence I must somehow be "less" 
than normal or abnormal. I must be less intelligent than others, I must be an 
anxious person because I cannot control my voice and finally I must be incompetent 
in all my communication. Maybe I do not have a right to say something if I cannot 
say it properly, perhaps only coherent speakers should become clinical psychologists.
138
With these limited and adverse reflections in mind, I withdraw from communication. 
Meanwhile, others around me notice I am uncommunicative and communicate less 
and turn to others for advice, support and friendship, further confirming my beliefs 
that I am incompetent and unworthy. As this escalates, other people become 
involved, such as my supervisor at work, who may be alarmed at my "anxiety". 
Furthermore, my supervisor might contact the course with "concerns", again 
confirming my beliefs.
Therefore, narrative therapy assumes that self-narratives are not just descriptive but 
constitutive (Monk & Gehart, 2003). This means that they determine how our lives 
and relationships evolve as we live through them.
1.32 Narratives speak of our identity
It is assumed that our narratives have the power to inform us of our identity and 
convey something about our "se lf, an often unhelpful experience in the case of 
individuals undergoing psychological difficulties. Postmodernism offers an analysis of 
this process. Western society, with its roots in structuralism, locates psychiatric and 
psychological problems in the individual in such a way that problems become reified 
and integrated within one's identity. This process is operating within and confirmed 
by the Western discourse regarding personhood, which privileges a belief in a core 
consistent self. This belief forms the cornerstone of the Western tradition (Gergen,
1994).
Self-narratives are inevitably framed by such dominant cultural knowledges, which we 
take for granted as representing facts rather than as constructions that are negotiated 
by communities (White, 1993). An alternative to the Western discourse of 
personhood is the idea that there does not exist a real or true “self, but instead that 
we have countless versions or “identities” (Zimmerman & Beaudoin, 2002). The very 
construction of coherent self-narratives relies on the holding back of difference and 
contradictions, so that a consistent account is available (Derrida, 1978: cited in 
Shawver (2001). Where one finds continuities and on-going trends one could just as 
easily find fracture, conflict and diversity. One might say that identity is formed from a 
mass of things that we decide not to write about. A vision of the post-modern self is 
of an individual with a play of surfaces, a set of shifting signs. There is no single 
essential self beneath all the faces shown to the world because the Individual Is 
scattered over a complex network of social forces. Postmodernism suggests that
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identities or problems cannot be separated from the contexts that produce or 
maintain them (Smith, 1997). Therefore, a self-narrative does not reflect reality 
regarding an individual; rather it creates reality for that individual and Others around 
them. This dissertation will seek to find evidence for these claims in the accounts of 
research participants.
Box 3
Talking of myself as "a stutterer" is a totalising description. This description, with my 
associated negative beliefs, holds real everyday effects for me. It  locates the 
problem of stuttering in a deep and unchangeable aspect of my personality and 
leaves little room for other descriptions of my "self". As such, it is an internally 
situated and problem-laden description, which implies that changing the problem 
would mean changing an aspect of myself.
A postmodernist might ask me if there were other descriptions I could use to 
describe myself and whether the description "stutterer" was one I wanted to describe 
myself by. Furthermore, one might be curious whether this description managed to 
fit all aspects of my life or whether there were times and contexts when the 
description "stutterer" would be an inaccurate account of my "self'. Among other 
things, they might be interested in what social forces conspired to generate and 
maintain the description "stutterer".
1.4 Narrative therapy and change
1.41 Postmodernism and a context for change
A narrative therapist with an epistemological basis in postmodernism would be aware 
that within societies and cultures dominant discourses hold versions of what is 
"normal" behaviour, which are used to evaluate and make sense of others’ behaviour, 
as illustrated by the earlier example of DSM -  IV. In terms of individuals with 
problem-saturated self-narratives it is assumed that this can increase alienation, 
frustration and guilt (e.g. Zimmerman & Dickerson, 1994). Postmodernists claim that 
the prescriptions of Western cultures often induct us into thinking we are to blame for 
our own emotional or behavioural problems (Drewery, Winslade & Monk, 2000). 
Therefore, in narrative therapy persons are encouraged to identify the private stories 
and the cultural knowledges that they live by; those discourses that guide their lives 
and that speak to them of their identity. Discovering, acknowledging and taking apart 
the beliefs, ideas and practices of the broader culture in which a person lives and
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which are assisting the problem is a key task in therapy (Morgan, 2000). This is 
called deconstruction, the therapeutic procedure that encourages people to question 
the truth of taken-for-granted beliefs that are often accepted without consideration of 
the context of their production. For example, particular issues that might be 
deconstructed include the discourses of race, class and gender (White and Epston, 
1990). Another aim of this study is to identify from participants' accounts how they 
experienced the process of deconstruction and whether it was relevant to their 
therapy.
Box 4
One of the main influences on my beliefs about "stutterers" was the media, especially 
the comedy "Open all hours". The main character owned a shop and had a 
significant stammer. The majority of "comedy" was generated by the man's inability 
to speak fluently. For example, when he tried to ask for a set amount of money from 
a customer he was unable to say it and had to reduce the amount to a value he 
could say. This produced more "comedy" because he was parsimonious with money. 
Aside from this one quite pathetic character there was nobody with a stammer on 
television, until a young man won a pop contest about 4 years ago. Regarding his 
stammer the papers were mixed, with either words of ridicule or words of sympathy, 
as if only these two responses were allowed towards someone with a stammer. 
These experiences might relate to similar discourses about disability and the 
alienation people with a disability might feel from society. The influence of such 
discourses was further confirmed by my referral to Speech Therapy, a move by my 
parents that I interpreted at 12 years old as trying to "fix" a fault in my speech.
The main technique employed in deconstruction is externalising conversations. 
Externalising is a linguistic technique of talking about problems as separate from the 
people experiencing them. Problems could be anything that a client or clients bring 
and define in therapy, for example a symptom, behavioural pattern, belief or emotion. 
As narrative therapists do not fit people’s problems into structuralist theories, a 
problem is just a problem rather than being indicative of an underlying pathology 
(Walter & Peller, 2000). For example, a client who described him/herself as a 
"depressive’’ would be encouraged to talk of “the Depression ” and to reflect on the 
influence “the Depression" has had on his/her life. "Depression" is given a capital 
letter to help objectify a problem. This technique encourages people to reflect on 
how they have constructed their self-narrative around problems such as a symptom.
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For example, “the Depression” can be tracked across a multitude of social and work 
spheres, with special emphasis on how it has affected their view of themselves and 
relationships and how other people have been recruited into these views (White, 
1993). This process is thought to helpfully distance an individual from their self­
narrative.
Box 5
A Narrative therapist might attempt to help me use another description of myself 
aside from the totalising description "stammerer". The description "a person with a 
Stammer or Stutter" might be a good starting point to facilitate an externalising 
conversation, where I might be asked the following questions (questions taken from 
DiLollo, Neimeyer & Manning, 2001):
"When did Stuttering first enter your life? How does Stuttering affect your life, how 
does it lead you to relate to other people? What has it persuaded others to think and 
say about you?"
By answering these questions, I might experience a distance from the totalising 
description "stammerer”, which speaks to me of my identity.
A key assumption in narrative therapy is the affect these deconstructing 
conversations have on people in therapy:
"As persons become engaged in these externalising conversations, their private 
stories cease to speak of them of their identity and of the truth of their relationships -  
these private stories are no longer transfixing of persons’ lives. Persons experience 
a separation from, and alienation in relation to, these stories. In the space 
established by this separation, persons are free to explore alternative and preferred 
knowledges into which they might enter their lives.” White (1993: pp39).
It is assumed these conversations reduce unproductive conflict and the sense of 
failure, as well as increase cooperation and dialogue, enabling persons to take a 
more effective approach to their problems (White and Epston, 1990). Once a person 
sees a problem as a separate entity it is claimed that the opportunity for change has 
been created. A relationship is established with the problem, which immediately 
opens possibilities for renegotiating that relationship (White & Epston, 1990). 
Change can take the form of behaving differently and resisting or protesting against 
the problem. A further aim of this study is to investigate this assumption, that
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externalising is a counter-oppressive act and that the feelings of blame, shame and 
guilt, which are associated with problems, are relieved as a result of the process.
1.42 Postmodernism and the vehicie for change -  construction of new narratives 
Non-externalised narratives contribute a certain determinacy to life, However, White 
”& Epston (Î990) make the assumption that people's storied experiences do not 
sufficiently represent their lived experiences. Hence, a key assumption is that a self­
narrative is never able to process all of the contingencies that arise and can never 
fully encompass the richness of experience (White, 1993). Postmodernism posits 
that the stories that people live by are full of gaps and inconsistencies and constantly 
run up against contradictions. A narrative therapist assumes there will be a plethora 
of unnoticed past and current experiences that could be used to construct a different 
story. They therefore focus their interest on the more neglected events of people’s 
lives.
In this context, when space is established by the separation of problems, the 
therapeutic endeavour focuses people on aspects of their experience that contradict 
their problem orientated self-narrative. These are referred to as unique outcomes 
(White & Epston, 1990). Unique outcomes help clients to discover and distinguish 
subtle differences in their problems and develop insight into their abilities. They allow 
therapists to bring alternative stories into awareness to be made salient and 
congruent to persons’ lives.
Box 6
A Narrative therapist might attempt to help me focus on aspects of my experience 
that contradict my problem-orientated description by asking the following questions 
(taken from DiLollo, Neimeyer & Manning, 2001):
"So, you accepted doing the presentation, even though you had some concerns 
about how Stuttering might steal the show. What strategies did you use to keep 
yourself in centre stage and keep Stuttering in the wings?"
"How did you nudge it aside?"
"Have there been other times when you have been able to overcome Stuttering's 
hold over your speech?"
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Although experienced by people at the time, events that contradict a self-narrative 
are usually ruled out as meaningful because of the problem-saturated nature of self­
narratives. Therefore, previously dismissed unique outcomes are usually brought to 
the attention by the therapist’s curiosity (White & Epston, 1990: Smith, 1997) This 
strategic and deliberate act generates the salience of unique outcomes. This study 
attempts to investigate if and how unique outcomes become important in therapy.
Within narrative therapy it is assumed that the exploration of how clients are able to 
break from the grip of their problems also brings a break from the cycle of 
hopelessness (St. James O’Connor, Meakes, Pickering & Schuman, 1997). An 
awareness of self as problem-solver ensues, and once examples are identified, a 
client is encouraged to evaluate them for their significance and the possibilities they 
bring for a client’s future, helping new story lines that include competence to develop.
When judged as significant and preferred, a client is encouraged to reflect on what 
these unique outcomes mean in terms of aspects of their identity, for example, what 
kind of strengths they have shown (Morgan, 2000). Therefore, abilities are 
embedded in qualities belonging to a person so that they can own them. These 
conversations are called re-authoring conversations, conversations that generate 
new narratives that speak positively of a person’s identity. Since the stories we tell 
about ourselves are constitutive of our experience rather than represent it, persons 
who are telling new stories about themselves are creating paths for new thinking, 
feeling and action (Weingarten, 1997).
The creation of alternative stories of problem resolution anchors the therapeutic 
process (Monk, Winslade, Crocket & Epston, 1997), and recognises that humans are 
dynamic and that each moment offers opportunities to create another story that builds 
on strengths and desired outcomes. Getting significant others to witness changes in 
clients can develop alternative stories, and this process is assumed to embed and 
confirm the new story (White & Epston, 1990). This practice is in contrast to cultural 
and therapeutic practices that encourage individualism and disconnection of people 
from one another (Morgan, 2000). Clients are asked whether extended family 
members, friends and significant others have noticed changes, or may be invited into 
the therapy. Additionally, reflecting or consulting teams, certificates and letters can 
become the audience of change (St. James O’Connor, Meakes, Pickering & 
Schuman, 1997).
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Box 7
The same therapist might continue with the following questions (taken from DiLollo, 
Neimeyer & Manning, 2001):
"What could you tell me about your past that could have helped me predict that you 
were able to overcome Stuttering's influence?"
"Who else could have told me that?"
"Who else has noticed that you have taken hold of Stuttering?"
The therapist might ask a reflecting team to feedback their views on the changes I 
have made or give me a letter documenting my struggle for independence from the 
Stuttering. My new narrative might speak of my identity as being one of strength, 
resilience and courage for facing up to situations which before I would have avoided.
1.5 Postmodernism and therapist style
Post-modern worldviews destablise reified accounts of people’s lives. Consequently, 
people’s accounts are not explained by the therapist through underlying structures 
(Freedman & Coombs, 1996), which requires the therapist to hold off from possible 
interpretations of people’s difficulties. If a therapist did take a modernist perspective 
they would be assuming that they know a client’s narrative better than the client. To 
avoid this process in therapy, narrative therapists attend to a story with the stance of 
curiosity and ask questions that lead to discovery. They expect a new and hopefully 
more useful narrative to surface during the conversation, and make the assumption 
that a new narrative will arise spontaneously rather than in a pre-planned way.
However, there is an inconsistency with the assumption that alternative narratives 
occur spontaneously through the conversation and are not therapist-driven. The 
paradox is that the therapist is ethically responsible for, and inevitably guides, the 
therapeutic conversation through the use of a seemingly infinite but ultimately (due to 
therapist prejudice and training) a finite set of questions.
Criticism has been levelled at the post-modern non-expert stance of the therapist. 
The political context of therapy needs to be acknowledged and the inequalities this 
brings made transparent. Therapists have to recognise their own positions of power.
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When a potential client seeks help from a therapist within a mental health setting 
there is already an asymmetry of power and knowledge about what helps people to 
alleviate difficulties. Clients with prior support from mental health practitioners may 
have constructed particular expectations regarding future sessions, especially if they 
have previously received information and advice (Roy-Chowdhury, 2003). This study 
therefore also seeks to investigate participants’ experiences of their relationship with 
their therapist and how the position of the therapist is perceived.
1.6 Postmodernism, narrative therapy and research
In a recent literature review, Etchison & Kleist (2000) report that narrative therapy’s 
utility has not been adequately studied despite it increasing in popularity. They 
speculate that this is because therapists’ anecdotal accounts regarding the 
effectiveness of the process of change make narrative therapy attractive. Criticism 
has been levelled at the ambivalence of the professional context from which narrative 
therapy has developed. Within this context professionals may regard their work as 
having more connection with the academic fields of philosophy and literature than 
with the certainty of scientific rigour (Roy-Chowdhury, 2003). Certainly, there is a 
dearth of research within this area, especially controlled outcome trials for narrative 
and social-constructionist interventions (Rote, Sratton, Cottrell, Shapiro & Boston, 
2003). I would like to explore how the epistemological requirements of 
postmodernism have influenced the construction of narrative therapy’s evidence 
base, and essentially, research methodology.
Researchers commissioned by bodies such as the Department of Health to document 
effective psychological treatments often produce criteria for inclusion and exclusion of 
research studies. An example of these criteria is found in Roth & Fonagy’s (1996: 
cited in Roy-Chowdhury, 2003) review:
■ Psychological treatments carried out in conformity to theoretical description
■ The control of factors likely to influence outcome, for example, therapist 
experience and expertise, and length of treatment
■ Random allocation to a treatment condition, which is controlled for 
demographics, symptom severity and type and level of functioning
I will consider each of the above criteria from a postmodern perspective.
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1.61 Conformity to theoretical description - are therapists really conducting 
narrative therapy?
As the reader has seen, the narrative approach aims to decentralise power from 
reified accounts (Doan, 1998). It follows therefore, that there should not be one way 
of conducting narrative therapy, that is, no standardised approach should exist. If 
there were an account of one “true” and “real” way of conducting the therapy it would 
violate its own principles and assumptions that there is not an expert narrative that is 
to be followed. In justifying their manualisation of systemic therapy, Pote et al. (2003) 
state that looking for common patterns in therapist activity and forming a prescriptive 
base could encourage therapists to generate their own creative components. This 
assumption is contrary to a post-modernist perspective, where difference and 
contradiction inspires creativity. Additionally, narrative therapy includes themes 
regarding the broader historical and current context that is affecting people’s lives. 
Different narrative therapists engage with these themes in different ways.
Research criteria often privilege senior practitioners in the field who have applied 
psychological theories that are better suited to specific and measurable procedures. 
Such criteria can be considered as subjugating other theories and less experienced 
practitioners. This approach is more common in the field of individual therapy with 
theories that fit more easily with epistemologies akin to structuralism. This is evident 
with approaches such as cognitive behavioural therapy, where a multitude of practical 
manuals and books exist for Specific diagnostic categories (e.g. Hawton, Salkovskis, 
Kirk & Clark, 1989).
It follows that traditional research designs that try to control for the quality and purity 
of the model being administered objectify participants as passive recipients of 
treatment rather than as active individuals instrumental in the interactive process of 
therapy (Roy-Chowdhury, 2003). Therapists within research trials are often highly 
trained and conduct therapy in a more tightly defined form than is possible in normal 
practice (Pote et al., 2003). However, analysis of transcribed therapy sessions show 
wide variations in what and how therapists from the same orientation say to their 
clients (Roy-Chowdhury, 2001: cited in Roy-Chowdhury, 2003). Standardising 
therapy through manuals would not address this variability as the meaning attributed 
by individuals within communication varies enormously. Furthermore, it is the co­
construction of meaning between therapist and client that is vital to the success of 
therapy. Qualitative designs offer a démocratisation of enquiry into the therapeutic
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process, in which the participants’ and therapists’ views are considered as equal 
(Roy-Chowdhury, 2003).
It is argued that a draw back to the post-modernist premise that no “real” approach 
exists may restrict research as researchers lack a legitimate yardstick against which 
to measure one’s own and others’ therapeutic styles and practices (Doan, 1998). It 
might also decrease the utility of research in informing service planning (Pote et al., 
2003).
1.62 Control of factors affecting outcome -  How do you measure outcome?
It would not fit with postmodernism if quantitative questionnaires were used to assess 
change, since no central legitimate evaluation could exist that would speak for the 
individual approach taken by therapists working with a multitude of different clients. 
Postmodernism posits that there are no real structures behind manifestations in the 
social world. Empirically based quantitative questionnaires are designed to measure 
such structures, for example Beck’s Depression Inventory (Beck, 1996: BDI-II), which 
measures the cognitive, affective and behavioural symptoms of depression. 
Postmodernism argues that quantitatively measuring outcome is highly theory 
dependent and that such practices must therefore be questioned.
1.63 Symptoms and severity -  Does postmodernism discriminate ?
Postmodernism does not assume that presenting problems represent underlying 
structures of pathology, in the same way narrative therapy does not discriminate 
which problems can be addressed and which cannot. It therefore follows that 
research criteria specifying symptoms and severity do not apply to narrative therapy. 
Indeed St. James O’Connor, Meakes, Pickering & Schuman (1997) used a variety of 
presenting problems that manifested as unwanted behaviours in a wide range of 
contexts in their analysis of families’ experiences of narrative therapy.
1.64 Criticism
A significant challenge to postmodern therapies is the inherent epistemological 
principles that obstruct attempts to question its utility. It is argued that this creates a 
powerful approach that remains unquestioned (Doan, 1998). If rigorous research 
designs were applied to narrative therapy the process would violate its own 
assumptions and becomes what it attacks, an all-knowing reality. This, like all 
discourses, has implications for closing possibilities to using and learning about other
148
knowledge and belief systems that become marginalized by the power of narrative 
therapy. I would now like to explore how a linguistically positioned therapy founded 
on post-modernist principles might be able to justify its knowledge claims and 
construct a robust evidence base.
1.7 Research Questions
This study treats narrative therapy as a discourse, which has a set of 'taken for 
granted’ assumptions. Doan (1998) posits narrative therapy is gaining power from its 
own assumptions and principles, but is in danger of itself becoming reified. There is 
a dearth of research activity that attempts to deconstruct these assumptions and give 
them validity. The present study aims to redress this gap in our knowledge. It 
explores the following research questions:
. ♦ How did individuals experience the therapeutic technique of externalising, and 
how relevant was this to their problems?
♦ Were individuals aware of an emerging alternative narrative in therapy, and if so 
how was it made relevant and has it survived?
♦ How did making explicit a dominant narrative held in society and in their family 
impact on individuals’ therapy?
♦ How did participants experience their relationship with the therapist?
These questions were explored qualitatively through an examination of the first-hand 
accounts of a group of adults who had either completed or were at the follow-up 
stage of narrative therapy. The accounts focus on the experience of the therapy 
process and the interpretation of the data was in part informed by the outline of 
narrative therapy given above.
1.8 Which qualitative methodology to investigate narrative therapy?
Qualitative methodologies are often harmonious with the enactment of psychological 
therapy, providing a valid study of psychotherapy that is congruent rather than 
reductive. Moreover, the researched are not regarded as subjects, but as 
participants and co-researchers (Gale, 1993: cited in St. James-O’Connor, Meakes, 
Pickering & Schuman, 1997), meaning that qualitative methodologies are similar in 
approach to the process of narrative therapy. However, the value of any scientific 
method must be evaluated in the light of its ability to provide meaningful and useful 
answers to the questions that motivated the research in the first place (Elliot, Fischer
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& Rennie, 1999). In a study into families’ perceptions of their experience of narrative 
therapy and the meanings attributed to their experience, St. James-O’Connor et al. 
(1997) utilised the qualitative methodology of content analysis. However, content 
analysis represents a positivist methodology that is perhaps too incongruent to their 
research question of “What is the family’s experience of narrative therapy” (St, 
James-O’Conner et al., 1997: p482) and from the epistemological roots of narrative 
therapy to be meaningful.
I have chosen the qualitative methodology of Interpretive Phenomenological Analysis 
(IPA: Smith, 1996) to analyse participants’ accounts. Similar to the notion of a 
narrative, I PA assumes that individuals can experience the same “objective” event in 
radically different ways because an individual’s experience is mediated by the 
meanings attributed to experience, which in turn shape their experience (Willig,
2001). As assumed in narrative therapy, meanings are the product of interactions of 
people in the social world. I PA is committed to describe as closely as possible 
individuals’ own perception of experience (Smith, 1996). It is concerned with how the 
world presents itself to people as they engage with it in particular contexts and with 
particular intentions (Willig, 2001). However, it does not purport to be able to gain 
direct unmediated access to participants’ social world as the researcher is assumed 
to bring their own biases to the research process. This is seen as a necessary 
precondition of making sense of another’s experience, so that the research process is 
determined by the relationship the researcher makes with the data.
I acknowledge the epistemological difference between postmodernism and the critical 
realist position of I PA especially regarding the role of language. I PA would posit that 
language is the means by which participants attempt to communicate their 
experiences to the researcher, and assumes language provides the necessary tools 
for this (Willig, 2001). However, postmodernism argues that language constructs 
rather than describes reality, meaning that language can never simply give 
expression to experience. I PA assumes that an interview transcript can let us know 
about someone’s experience whereas postmodernism would argue it can only tell 
you how an individual talks of experience (Willig, 2001 ).
In an attempt to address this incongruence, I would argue that the methodology 
chosen must match the research question rather than the epistemology of narrative 
therapy (Elliot et al., 1999). That is, I am concerned with how people perceive
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narrative therapy and therefore the phenomena under study are participants’ 
accounts rather than narrative therapy itself (Willig, 2001). In my analysis I do not 
wish to be dominated by the assumption that what participants say in an interview is 
in a large part contingent upon the situation they find themselves and that their verbal 
statements are only interpretable as behaviours in their own right (Potter & Wetherell,
1995). I would tentatively argue that I PA is congruent with narrative therapy, that 
narrative therapists are not dominated by client statements being significantly 
mediated by the situation of therapy but consider them to be saying something about 
their lives outside of the therapy room. Therefore, within the discourse of narrative 
therapy, therapists believe in the existence of narratives that, when made explicit in 
therapy, speak of experience outside the domain of therapy. This critical realist 
position (Smith, 1996) is contrary to my reading of Discourse Analysis (Potter & 
Wetherell, 1995), an epistemology that is perhaps more in line with postmodernism
1 acknowledge that Narrative Analysis (e.g. Riessman, 1993; McLeod, 1997; McLeod, 
2000) could be utilised in this study. Narrative Analysis looks intensively at individual 
cases one at a time, seeking to identify the narrative processes and events within that 
case, and then tests this emerging framework of understanding in the next case 
(McLeod, 1997). Presentation of an analysis generally includes a narrative account 
of an individual and then the set of concepts that generalise beyond the individual 
case. This allows an in-depth analysis of individuals’ construction of themselves. 
However, in my study I wished to combine data and analysis gathered over a set of 
participants in order to make group comparisons. To this end, I PA was considered to 
be a more useful methodology.
2 Method
2.1 Participants
2.11 Inclusion Criteria
Eight women and two men who each had or were having narrative therapy for a 
range of problems were recruited for the study. Two exclusion criteria applied.
Firstly, clients aged less than 18 years or over 64 years were not included. This was
based on the service specification of the psychology department in which the 
research was being carried out. Secondly, identified clients had to be at the follow-up 
stage of therapy or completed and discharged in the last four months. The clinicians 
in the study assessed this criterion for each prospective participant. This criterion
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was applied to ensure that participants had experienced all the aspects of narrative 
therapy being explored.
Narrative therapy does not assume underlying pathological structures that would 
require specific treatment approaches (Walter & Peller, 2000), and therefore 
participants were not excluded on the basis of presenting problems. It follows that 
this study’s lack of exclusion criteria for type and severity of presenting problems 
more accurately reflects the practice of narrative therapy by psychologists within the 
National Health Service. This strengthens the study’s "applicability”, a key quality 
criterion in qualitative research (Conrad, 1987, cited in Smith, 1996).
2.12 Participant demographic and therapeutic information 
I PA’S epistemological concern with understanding meanings and experience in 
context requires an individualised approach to participants’ demographic details 
(Willig, 2001). Table 1 presents participants’ demographic details in a way to help 
preserve confidentiality. David and Harlene were a married couple who were 
interviewed together. Hence, their account will be treated as one participant, 
although within the analysis their individual beliefs and attitudes will be discussed 
separately.
Table 1 Demographic details
Pseudonym Age Ethnic Origin Employment Marital Status
Peggy 31 -3 5 White-British No Married
David & Harlene 41 -4 5 White-British No Married
Jill 41 -4 5 Afro-Caribbean No Married
Kenneth 5 6 - 6 0 White-British Retired Married
Jane 3 6 - 4 0 White-British No Divorced
Dean 3 6 - 4 0 White-British Yes Married
Kim 51 -5 5 White-British No Married
Shelia 51 -5 5 White-Britlsh Yes Married
Tom 2 6 - 3 0 Afro-Caribbean Yes Married
Amanda 2 6 - 3 0 White-British Yes Single
Table 2 gives basic information of participants’ therapy, including stage of therapy. 
The participants' presenting difficulties ranged from anxiety disorders (Peggy and 
Dean), Obsessional Compulsive Disorder (Harlene), depression (Jill, Kenneth, Tom 
and Kim), Bipolar Disorder (Shelia) and Eating Disorder (Jane and Amanda).
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Table 2 Therapeutic details
Pseudonym Length of 
therapy
Therapy status Previous
therapy
Psychiatric
Medication
Peggy 1 2 - 1 8  months Discharged No No
David & Harlene 1 2 - 1 8  months Follow-up Yes Yes
Jill 1 2 - 1 8  months Discharged No Yes
Kenneth 6 - 1 2  months Discharged No No
Jane 1 2 - 1 8  months Discharged Yes No
Dean 1 8 - 2 4  months Follow-up Yes Yes
Kim 6 - 1 2  months Follow-up Yes Yes
Shelia 6 - 1 2  months Follow-up Yes Yes
Tom 6 - 1 2  months Discharged No No
Amanda 1 2 - 1 8  months Follow-up Yes No
2.2 Procedure
2.21 Recruitment strategy
Once ethical approval was obtained (appendix 1) participants were recruited via two 
clinical psychologists and one counselling psychologist working in a community 
mental health team and adult mental health psychology department within the same 
Trust. They all specialised in narrative therapy and attended a regular two-weekly 
narrative supervision group. Participating therapists were asked to identify all clients 
who met the selection criteria either from current caseloads or from clients they had 
discharged in the last 4 months that they believed had been exposed to all aspects of 
narrative therapy. Therapists were told that the study was not seeking to evaluate 
the effectiveness of narrative therapy and therefore were discouraged in selecting 
only clients that had changed significantly. Potential clients were contacted by their 
therapist and told information about the study and asked whether they wished to opt 
in. Therapists were careful not to discuss the assumptions that were under 
investigation for fear of altering their perceptions about therapy by priming. The study 
was described as concentrating on how they experienced therapy. A total of 16 
people were approached, 6 of whom declined to participate. When they had given 
verbal consent to their therapist an information sheet was sent to their home. Details 
of potential participants were also given to the researcher. Potential participants 
were then contacted directly by the researcher with no further involvement of their 
therapists.
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2.22 Interview procedure
Participants were interviewed face-to-face in their homes or at locations in the 
service, for example an interview room within a community mental health team. 
Written consent to be interviewed was obtained before and after each interview 
(Appendix 2). The researcher used a semi-structured interview (Appendix 3), which 
lasted between 50 and 80 minutes. Interviews were audiotaped and transcribed 
verbatim.
2.23 The interview schedule
The interview schedule was constructed by consulting with a current clinical 
psychologist with specialist knowledge of narrative therapy and with a senior 
research tutor on the doctorate in clinical psychology course at the University of 
Surrey. The process took into account literature relating to interview construction 
(Moser & Kalton, 1977) and literature relating to the process of narrative therapy 
(White & Epston, 1990: Nicholson, 1995).
A semi-structured interview format was used. The interview began with questions 
about what led participants to seek therapy and proceeded to ask open questions 
about how therapy was experienced. The interview then explored participants 
awareness of emerging alternative narratives and exceptions to their problem, 
whether they were aware of dominant discourses in their wider context that 
contributed to their situation, how they experienced their relationship with the 
therapist and finally their experience of externalising. Participants were prompted to 
consider specific examples to illustrate their experiences.
2.24 Analytic strategy
Participants’ experiences of narrative therapy were analysed using Interpretative 
Phenomenological Analysis (IPA: Smith, 1996: Smith, Jarman & Osborn, 1999), an 
approach described in the Introduction.
The analytic strategy employed an idiographic case-study approach, as 
recommended for sample sizes of 15 or under (Smith, Jarman & Osborn, 1999). One 
transcript was selected for analysis on the basis that it was rich in data and seemed 
to cover all areas under investigation. The transcript was read and re-read and notes 
regarding anything significant, such as summaries, associations and preliminary 
interpretations were made in the left hand margin. Then the transcript was read
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again with emerging themes noted on the right hand side (see Appendix 4 for a 
sample transcript), either keywords that captured a section or a general category that 
an extract fell into. An initial list of themes was generated. A second transcript was 
then selected that was also rich in data and the process repeated. A second 
independent theme list was drawn up. The two theme lists were compared and 
contrasted and it was decided that the second list incorporated many of the first as 
well as providing a richer descriptive frame. I PA is a recent qualitative methodology 
and that there are no definite rules in how to apply it apart from grounding themes 
within the data and generating rich, diverse and specific instances of the 
phenomenon (Willig, 2001). The above approach was chosen rather than an 
approach that used one initial theme list from which to analyse all subsequent 
transcripts as I felt it would give a less restrictive approach to the data, as the 
analysis of the second transcript would be less likely to be influenced by the analysis 
of the first.
A research group consisting of 5 trainee clinical psychologists and 2 senior research 
tutors on the doctorate course looked at the second transcript and generated themes 
independently. I then compared these to the themes I had previously generated as 
part of a process of triangulation. After analysing 2 more transcripts using the master 
theme list, myself and my academic research tutor checked the master theme list to 
ensure it was grounded in the data, to check for idiosyncratic interpretations and 
further develop the theme list. A further part of the analytic process included a 
meeting with the field supervisor to discuss the master theme list in the context of one 
of the transcripts to help ground the themes in the data and develop the 
interpretations. The remaining transcripts were then analysed to look for 
comparisons and contrasts and a final theme list was drawn up. The research 
supervisor then read the emerging analysis to ensure themes were grounded in the 
accounts. Appendix 5 provides a discussion of the difficulties I experienced with 
incorporating Kenneth’s experiences into the analysis.
2.3 Research quality checks
I PA inevitably involves a high degree of subjectivity due to the researcher’s 
interpretive frameworks. Subjectivity implies that traditional "objective” criteria for 
evaluating research are incongruent with IRA’s epistemology and do not apply (Coyle 
& Rafalin, 2000). Elliott, Fischer & Rennie (1999) provide alternative guidelines of 
evaluation, four of which I feel apply to I PA.
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2.31 Owning one’s perspective
I PA brings the subjectivity of the researcher to the forefront of its process (Smith, 
1996). This vital aspect of the analysis relies on the researcher developing and 
communicating their understanding of the phenomenon under study (Elliott et al., 
1999). Therefore, as part of this process, I will endeavour to lay bare some of the 
values, motivations and assumptions that I bring to the analytic method. Hopefully, in 
the style of postmodernism, I hope to open possibilities for different readings of the 
data.
I am a trainee clinical psychologist with a particular interest in postmodernism and 
narrative therapy. I recognise I have a strong emotional attachment to post-modern 
ideas that came from a disillusionment with some practices of psychiatry and 
psychology that seemed to subjugate the very clients mental health professionals 
tried to serve and help. Often, these practices confirmed their views of being 
untreatable social outcasts. An influential clinical psychologist using narrative 
therapy offered me a view that reality is constructed within the inter-subjective 
domain where interpretation of experience occurs in relationships with others. This 
view was able to offer an explanation of why the practices of the dominant Western 
view of disorders and pathology could have negative affects on persons’ lives.
These values and motivations have shaped the research at every point In choosing 
a research study I was influenced by my experiences of the doctorate training course 
where the voices of postmodernism struggled to be heard over the dominant 
discourse of modernism. I wanted to promote a voice of postmodernism in my 
dissertation in an attempt to redress this imbalance. At the design stage I had 
already read relevant literature and was using narrative therapy in my clinical practice 
and was therefore familiar with the concepts under investigation. My semi-structured 
interview was designed to collect data around these ideas and therefore it could be 
argued that a more neutral and less theoretically driven interview schedule may have 
collected different data. At the data collection stage the ideas of postmodernism 
made me aware that for participants I represented a professional from the mental 
health field, and as a researcher I was exercising power over participants. I believe 
that this made me engage with the process differently, as I attempted to mitigate my 
power as a researcher to get the story of the participants across. I did not try to 
control for this process as I felt that it was useful to the investigative nature of the 
study. However, my knowledge of narrative therapy could have guided my interview
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style as I gave more relevance to particular phrases that a participant used, or I may 
have given more prompts to participants when talking of particular topics. For 
example, when Kim stated she “had kicked depression” out of her life I continued 
probing and questioning this statement more than another researcher may have done 
who was not interested in externalising. Indeed, Jane commented that talking, with 
me was similar to her therapist and that out of the process of conversation the 
relevance of an event or word could increase. At the data interpretation stage, my 
affinity with narrative therapy might have influenced the emergence of themes and I 
may have concentrated on data that supported the ideas in narrative therapy. 
Researchers interested in Other theories may have used the data to form evidence for 
different themes, such as Cognitive Schemas or Transference. To counter this 
possibility, themes are operationalised and illustrated by quotations from the 
participants accounts, allowing peer interrogation of the interpretations made (Elliott 
et al., 1999).
2.32 Grounding in examples
In this paper, specific examples from the data are given to illustrate the analytic 
procedures and the understanding developed in light of them. This allows the reader 
to assess their own understanding in relation to mine as well as checking the analytic 
procedure (Elliott et al., 1999).
2.33 Situating the sample
To aid the reader in judging the range of persons and situations to which these 
findings are relevant, I have described, an anonymised account of participants' life 
circumstances and difficulties in the demographic section. This serves to preserve 
the individuality of accounts, a process that characterises the I PA method (Smith,
1996).
2.35 Providing credibility checks
Credibility checks were built into the design of the project (Elliott et al., 1999). As 
described in section 2.24, a qualitative research group consisting of five peers and 
two research tutors on the clinical training course read one of my transcripts. A 
senior research psychologist checked the development of my analysis and read a 
number of transcripts. Finally, my field supervisor, a specialist in narrative therapy, 
read a transcript and checked the development of my analysis. The overall aim of 
these checks was to ensure that identified themes were supported by the data. I
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acknowledge that feedback to participants can be used as a relevant credibility 
check. However, I wished to look at participants’ accounts through the theoretical 
frame of narrative therapy and argue that feedback to participants is not relevant to 
this analytical frame and may not be that meaningful for the participants in this study.
3 Analysis
3.1 Summary of themes
Table 3 displays the major themes and associated sub-themes that are discussed in 
the analysis. A brief description of the themes is given before each section of the 
analysis.
Table 3 -  Major and sub themes
Major Theme: Sub-themes
Experiences of individuals 
before therapy
1. Problem Saturated Accounts and Identity
2. Impact of others
Getting Understandings in 
Therapy
1. Questioning Beliefs
2. Externalising
3. Unique Outcomes
New Self-Descriptions 1. Evidence of New Self-Descriptions
2. Effects of New Self-Descriptions
3. Impact of Others
Therapist Qualities 1. Therapist Offering Views
2. A Professional who has Knowledge
3. Believable
4. A Real Person
3.2 Major Theme Experiences of Individuals Before Therapy
This major theme consists of the experiences' of participants before seeking therapy 
and includes two sub-themes. The first, ‘Problem Saturated Accounts and Identity", 
presents evidence that prior to therapy participants' problem-laden descriptions of 
their lives had a negative impact on their identity. The second sub-theme, ‘Impact of 
Others', relates to the comments made by professionals, family and acquaintances 
that contributed to participants' unhelpful understandings of their problems and to 
their negative self-evaluations.
* In this study, when quotations are cited information in square brackets [ ] have been added 
to clarify material and ellipsis points [...] are used when I omit material.
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3.21 Sub theme Problem Saturated Accounts and Identity
For Peggy, Jill, Judith, Shelia, Kim, Jane, Dean and Harlene, their experiences before 
therapy seemed to be problem-saturated (White & Epston, 1990). That is, their 
accounts of their lives before the onset of therapy conveyed only experiences that 
supported a problematic narrative in which they were In a state of permanent 
distress. For example, Jill stated that she “just kept feeling wretched", Harlene 
reported she was suspicious of David “all of the time" and Shelia affirmed that she 
thought she was “totally to blame". Harlene, Judith and Dean thought that before 
therapy there was absolutely nothing good about them and they had failed because 
they had not achieved anything in their lives. For all participants, their difficulties had 
an impact on their identities. For example. Dean and Kim were both told by 
professionals that their problems were “chronic". Kim concluded:
“I was the illness, the illness was me”
Kim and Dean’s association with the label “chronic” became an all-encompassing 
description that meant that they only classified themselves within a category of 
dysfunction (Madigan, 1999) rather than other more helpful descriptive categories. 
Judith stated, “I didn't really like myself at all, I thought I was a failure at everything”, 
Jane considered that as she was not coping she was “a failure” and “abnormal” and, 
like the majority of participants, felt a great deal of guilt. Tom explained:
“You tend to blame yourself a lot for things, so you’re guilty and wondering why you 
are a certain way."
Kenneth's profession within the health service did not protect him from these effects. 
When he realised that he was unable to cope with his difficulties he commented, “I 
felt it was a weakness in me”.
3.22 Sub-theme Impact of Others
The majority of participants in this study indicated that their previous contact with 
mental health professionals had inadvertently perpetuated their difficulties. Their 
experiences ranged from contact with psychologists and other therapists (e.g. David 
& Harlene, Judith and Dean), contact with Occupational Therapists (David & 
Harlene). General Practitioners (Dean) and psychiatrists (Kim, Jane and Shelia). Kim 
comments:
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“you have got to remember that I was told by somebody, a doctor, a psychiatrist, that 
I had RDS, repetitive depressive syndrome”
Kim explained that she interpreted her diagnosis to mean that she would always 
remain in the cycle of illness so that whenever she started to feel better she feared 
and believed that depression would come back. This mirrors Dean’s experience of 
taking anti-depressants, where he felt “branded” as a chronically anxious person. In 
both Dean and Kim’s case, they had become fully inscribed by the pathology of 
“chronic” anxiety or depression respectively, which had detrimental effects on their 
self-confidence and that implied a permanence to their difficulties. As Dean explains:
“three years ago I didn’t think / had a future you know.. J thought.. ..this was the way I 
am.... and that was it for the rest of my life ”
Shelia’s admission into an inpatient unit highlights the decontextualised approach of  ^
traditional mental health services. She said:
“They tried lots of different medications and as I didn’t change they said nothing 
helps”
Shelia’s comment indicates that the treatment she received from her mental health 
service was conceptualised around only one treatment modality, medication. As a 
consequence of trying different medications with no change the professionals thought 
she “had to have” electro-convulsive therapy, "which she was very quirked about”. 
This experience, coupled with Dean and Kim’s experiences of being labelled 
“chronic”, indicates that some participants considered that the medical profession 
were better placed to judge their future. For example, regarding Kim’s diagnosis of 
“RDS” she was told:
7 would always be like it, I was told that, and I believed that”
David & Marlene’s contact with Marlene’s Occupational Therapist and private 
psychologist were experienced as extremely unhelpful, as they “fed this thing that 
Harlene had”. The psychologist was experienced as “the biggest chauvinist pig” and 
said that Harlene “was being stupid”. Regarding Marlene’s angst that David was
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having an affair, her Occupational Therapist confirmed her worst fears when she said 
that all men have sexual feelings towards other women so it was likely that her 
husband was. Harlene commented:
7 hoped that it wasn’t right. Although she said it to me its like saying well, she saying 
it, itmust ïïe true”
Harlene is commenting on the power and persuasiveness of professionals and their 
position as ‘experts’ that helps to legitimise their statements. White and Epston 
(1990) talk about the negative effects that the discourse of mental health and the 
status of the professional can have on individuals. Shelia felt that her negative 
thoughts about not being a good enough mother and loving her daughter 
unconditionally, and the associated feeling of guilt were causing her recurrent 
difficulties. When she disclosed this to a psychiatrist she was told, “everyone loves 
their child". The result was:
7 felt quite shocked because I believed them too because they were professionals 
with knowledge so again I felt abnormal and I must be a really bad person”
Jane was left “feeling mad” after contact with a psychiatrist, who said that she had to 
be weighed regularly or leave treatment.
All the participants talked about the responses of their family, friends and peers 
towards them and their difficulties. In some cases, these were unhelpful. For 
example, Kim’s immediate family confirmed her belief that her problems were part of 
her and permanent. When friends questioned her mother about her:
“they would tell me later she [my mother] said ’oh, she’s always been like that, always 
a miserable baby’ and things like that”
Jane’s family warned her off seeing a psychiatrist as they considered she would be 
“tarred with a brush” and would never again be judged as not ill. When she finally 
built up courage to seek therapy Jane believed that her family treated her differently, 
like she was “the weak one in the link”. Fearing the same response Peggy dreaded 
bringing her husband to therapy because “he thought I was mental”. Dean’s wife was 
“at her wits end” and her “tough” approach before therapy was not helpful.
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Kim was aware of stigma in the wider context of society, which ensured that she 
"never used to tell many people" about her difficulties because she felt "ashamed". 
When she experienced a negative comment from a personnel officer at work the 
effects were “terrible”. Dean thought that this stigma might be a product of people's 
lack-of understanding, where society views people with anxiety as being weak, rather 
than “incredibly brave and courageous”.
Jill and Shelia’s experiences were contrary to Kim, Jane, Dean and Peggy’s, as their 
family and friends encouraged them to go and seek help and to take medication. For 
Jill, this was a positive influence to help her get over her awareness of the stigma 
surrounding mental health.
3.3 MAJOR THEME Getting Understandings in Therapy
This major theme is related to how narrative therapy helped all participants generate 
helpful meanings out of their experiences. This process had empowering effects on 
all in this study. For example Peggy states:
“once I understood that.. .then I could actually begin to control them"
Besley (2002) comments that empowerment comes about from teaching people 
ways to understand the discursive conditions and power relations of their lives and 
how they might use their own voice to find solutions. Thus, there are three sub­
themes, which address the main ways that such understandings were constructed. 
The first is ‘Questioning Beliefs’, which is connected to the effects of weakening 
participants’ unhelpful beliefs that have origins in their family, society or religion. The 
second, ‘Externalising’, relates to the linguistic technique of externalising and the last 
sub-theme, ‘Unique Outcomes’ relates to the process of identifying experiences that 
do not fit into a problem-saturated narrative. Discussion of these sub-themes will 
centre around the effects that these therapeutic strategies had on participants’ 
identities.
3.31 SUBTHEME Questioning Beliefs
This sub-theme relates to White & Epston’s (1990) concept of ‘deconstruction’, the 
therapeutic procedure that encourages people to question the truth of taken-for- 
granted beliefs. Peggy commented:
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7 think a lot of the ideas have been pulled out of context [...] I don’t believe you 
should take each of these concepts such as putting others first on its own... because 
it really does muck you up”
For all participants, identifying subjugating discourses within particular social 
structures was relevant to their therapy. Particular issues that they discussed with 
their therapist included discourses relating to gender (Peggy, Judith and David & 
Harlene), mental health (Kim and Jill) religion (Peggy), retirement (Kenneth), love 
(Tom and Kim) and motherhood (Shelia).
Before therapy Peggy accepted without question her religious beliefs of "putting 
others before yourself’, and as a result thought that her own needs and views were 
secondary. Therefore, she did not argue with others, she selflessly worked hard on a 
number of committees for her local church and was “unassertive” in her relationships. 
She felt guilty if she expressed her needs above others, and the consequences of 
this were that she had become subservient to others and was desperate to get others 
to like her. However, Peggy said that therapy helped her understand that “a lot of the 
ideas had been pulled out of context”. Peggy’s account draws attention to the space 
that is established by objectifying and questioning beliefs and discourses. By 
creating this space Peggy was able to explore alternative and preferred ideals She 
states:
“once I ’d caught on that I ’m desperate to get people to like me [...] then I was able to 
stand back and think “Well, why? Does it really matter?" and it doesnV’
Peggy began to get more involved in debates, became more assertive in her 
relationships and took herself off the church committees. She also began to help 
others question their religious beliefs.
Tom’s taken-for-granted belief that he should be able to reciprocate the love that his 
wife gave him meant he felt guilty when he felt unable to give love back. Without 
understanding the context from which this difficulty stemmed from he blamed himself 
for these actions. When he and his therapist looked at his experiences of childhood 
in state care he generated a new contextualised meaning, where he concluded:
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“giving love to someone really, you know... if you’ve never really had it before erm, 
then its very very hard”
Shelia’s taken-for-granted “myths of motherhood", which claimed that mothers should 
love their family unconditionally, be totally responsible for the upbringing of their 
children and that motherhood is an enjoyable experience made her feel guilty for not 
living up to these ideals. Consequently she concluded that she was “a bad mother”. 
This conclusion stopped her seeking support from statutory services during her 
daughter’s childhood. However, Shelia said that therapy:
“changed my views of these myths and that cultural expectations are actually true... 
because you have to take into account lots of other things going on in life”
By taking into account the other responsibilities and pressures that Shelia had during 
her daughter’s childhood, and of the lack of love and support from her own mother 
she was able to distance herself from the disabling effects of blame and guilt. 
Questioning subjugating beliefs also had an effect on her identity. Shelia stated:
“..its all in context now and I think ‘OK maybe I am an OK person’, I don’t want to be 
that wonderful but I ’m OK, I ’m just an OK person, that’s what I want to be”
Deconstruction enabled Dean to stop living by the assumption that it is wrong to cry 
or express anxiety, which was generated by his situation in his family where his father 
told him “pull yourself together, get on with it”. Dean believed that his difficulties with 
guilt prior to therapy stemmed from this unquestioned subjugating belief, as he was 
trying to live by its ideals that “ I shouldn’t be anxious, I shouldn’t be this or that”. 
However, he commented that therapy helped him:
“know exactly what the problem is but yes, understanding is halfway to the cure isn't 
it?”
Locating this belief in the context of his family helped him question its legitimacy and 
as a consequence Dean Came to realise that if he wanted to cry, “I’ll bloody cry”. 
Finally, before understanding the origins of her beliefs and identifying the subjugating 
discourses about women’s weight held in society, Judith thought she was “a freak” 
and she “didn’t really know why” she was so concerned about her weight. By locating
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the problem of weight within a weight conscious society rather than in Judith allowed 
her to "become more comfortable with myself now" and focus on other aspects of her 
life.
3.32_ SUBTHEME Externalising
There was evidence for varying degrees of externalising in participants' accounts. 
For Dean, David & Harlene, Jill, Judith, Peggy and Kim it was a major part of therapy 
where the process was made overt. Kenneth’s account showed subtler externalising 
processes, Tom and Shelia indicated that they were not aware of externalising being 
a part of their therapy and Jane took a dislike to the technique. Discussion about this 
sub-theme will have two parts, the effects on participants’ identities and secondly the 
changes made as a direct result of the technique.
For all participants for whom externalising was an integral and prominent part of 
therapy, the process allowed for positive reappraisals of their identities. Dean gives a 
description of how differentiating between himself and his personified problem (called 
. ’Jim’) helped reappraise himself more positively.
“so if you say, ‘Jim’s about today’, you’re not actually saying to yourself ‘God, Tm 
anxious today’, or ‘I ’m useless’, you’re saying ‘Jim’s about today’”
By objectifying and personifying his problem. Dean was able to re-evaluate himself as 
being valuable and, similar to Jill, as more “normal”. This process is markedly 
different from the traditional approaches to mental health, which seek to internalise 
difficulties and as found in the first theme can disempower individuals. Indeed, 
Peggy found externalising very helpful because she used to think that she was 
“mental”. Judith also found it very helpful, and commented:
“It does help you know, it really does, ‘cause it is not really you is it. ‘Cause I felt like 
this is me for the rest of my life now but actually it isnV
Before externalising, Kim could not understand how she could feel suicidal when she 
had "so much”, and her understanding of this was that she was undeserving and "not 
good enough”. However, externalising conversations that separated her problem 
from her identity gave her a different understanding that she was not to blame, but 
that it was the depression’s fault.
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David and Marlene’s account allows us to observe the process of externalising in how 
they talked to each other in the interview. When Harlene stated that her externalised 
problem (called ‘Colin’) was bad at the time of interview, David explained to me:
_"// you block him on one, block him somewhere he will come up, pop his head up 
somewhere else. ”
This comment illustrates that David had communicated his frustration at the 
persistence and resistance of the problem, rather than an inability of Harlene to 
change. He continued in the interview to talk sensitively about Harlene, for example 
highlighting the factors that make ‘Colin’ worse, such as stress and family difficulties. 
He told me that Harlene often says that she has a low self-esteem but:
“she has really [got high-self esteem] but it is Colin saying ‘No you haven’t, you’re 
useless, you cant do anything’ and all that”
Kenneth’s account is distinct from the above participants, as he did not seem to be 
aware of an overt strategy of the therapist to use externalising conversations. 
However, there is evidence of subtle externalising within his transcript. For example, 
Kenneth commented that he thought his therapist had analysed him, but when asked 
for elaboration he clarified:
“Analyse I really m eant.. ..analyse my problem”
Later, when asked whether therapy made him think differently about himself, he 
replied “differently about my problem...yes”. What is interesting about Kenneth is his 
prior profession in the Health Service, which enabled him to talk about his problem as 
“an illness”. It could be that this way of talking is a form of externalising and that he 
used this understanding when he initially had difficulties. With his problem already 
externalised it is possible that it did not alter his identity in quite the same way as the 
others. Additionally, Kenneth might have had access to numerous experiences of 
others’ becoming affected by depression, and he commented, “We’re all very liable to 
fall ill physically or mentally”. This indicates that Kenneth had been able to normalise 
his experience of depression.
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Jane was distinct to all the other participants because she was the only one who took 
a dislike to her therapist's overt attempt at extemalising. She stated the process:
“made it like a, you know like a fairy story, or a children’s thing or a, and in fact it was 
-a serious [issue]’’ -
She felt that calling the problem a “monster” or a “Gremlin” served to trivialise her 
difficulties and made her feel uncomfortable. She explained that she felt her 
difficulties were part of her past and part of her identity and that she wanted it to 
remain that way. She felt that this was the reason she did not engage with the 
process.
This sub-theme indicates that the linguistic technique of externalising separated 
participants' problems from their notions of self and thus separated the negative 
implications of those problems from their identity. The remaining analysis of this sub­
theme explores the empowering effects that externalising conversations had on the 
participants.
Evidence from participants’ accounts support the assumption that when problems are 
not seen as intrinsic to an individual but seen within a wider context people feel a 
sense of control and are empowered to take positive action against their situation. 
The participants who had experienced overt externalising, that is Dean, David & 
Harlene, Jill, Judith, Peggy and Kim, claimed that they had developed a sense of 
control over their difficulties as a direct result of externalising. Peggy explained that 
externalising “turns it into... a battle... makes it easier to control” and that it enabled 
her to get an understanding that it was “something you don’t have to live with”. Judith 
said externalising “made me think that I could do something about it more” and “you 
don’t have to stay stuck with it”. This indicates externalising can be helpful to people 
who believe that they have chronic difficulties.
The effects of externalising on Kim were “unbelievable” and after her therapist asked 
her in a session to draw depression she went home and was inspired into burning 
and burying the ashes of the drawing. The effects afterwards she claimed were:
“when I feel a bit yuck, I think ‘no, its not depression, that’s gone, its burned dead and 
buried’”
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This comment is in stark contrast to her experiences of living with the label of 
“Repetitive Depressive Syndrome”. When Dean begins to feel the effects of ‘Jim’ (his 
externalised problem) he instantly “will get up and do something, rather than sit 
there”. In relation to his vocation, thinking about ‘Jim’ decreased the anticipatory 
-anxiety that he used to feel when asked to go on field visits:
“[I] stop and think ‘ Well, this is just Jim’. . .so you.. .and you just go and do it”
David was inspired to draw a picture of ‘Colin’ along with the lies ‘Colin’ was “trying to 
convince” Harlene of and then put the picture on the inside of a cupboard so that 
Harlene could see it everyday. Despite feeling low at the time of the interview, 
Harlene thought that she had become ‘a rebel’ against ‘Colin’ and that calling her 
difficulties ‘Colin’ had made it easier.
Dean, David & Harlene, Jill, Peggy and Kim all conceded that externalising helped to 
alleviate their sense of guilt. Jill explained that by externalising her problem and 
naming it someone from her past it enabled her to understand that “she [the person 
from her past] was the problem and I was carrying the guilt” and importantly that she 
did not have to accept the guilt. Since externalising began in therapy her dreams and 
intrusive thoughts she once had about the person from the past had disappeared.
3.33 SUBTHEME Unique Outcomes
The sub-theme Unique Outcomes relates directly to White & Epston’s (1990) 
concept. Discussion of this theme is split into two parts, firstly participants’ 
experiences of the therapeutic activity of engineering unique outcomes and secondly 
how participants’ therapists had to help them construct meanings around these 
events.
In this study there is evidence in all but Kenneth’s account that participants’ therapy 
involved identifying events that contradicted their problematic experiences. The 
process of how these events came into participants’ awareness is of interest. 
Participants support the notion that without specific therapist intervention that drew 
attention to these events they would not have been able to recognise them 
themselves. For example, Jill “ had to be made aware of what I’d achieved” as she 
had been unable to recognise them herself. Jane explained that she needed to be 
orientated towards contradictory experiences so that “things again are put into
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perspective about what I have achieved”. Narrative therapists aim to bring previously 
dismissed unique outcomes to people’s awareness (White & Epston, 1990: Smith, 
1997). Tom said the process was necessary because “you can’t really sort of see 
yourself, and Shelia commented her therapist helped her:
“to open up and to suddenly see these other perspectives in things that I'd never 
seen before... because I was totally immersed in the problem”
The majority of participants’ accounts supported the idea that events that contradict a 
self-narrative are usually ruled out by individuals as meaningful because of the 
selective nature of self-narratives. Participants’ therapists acted as investigators 
looking for events that contradicted problematic narratives. David & Marlene’s 
transcript again allows an observation of how the process might work in therapy. 
When I asked Harlene whether she had ever been more in control of ‘Colin’ she 
replied that she had never been in control. David then reported a number of 
occasions when Harlene “had rebelled against ‘Colin’”, after which Harlene said:
“Yeah. Like today, you were out this morning. I expected you to phone just after 12, 
at ten past twelve you still hadn't phoned and I was thinking, Tm going to phone you 
in a minute’, then I thought ‘No I mustn't’, then I d idn t”
This excerpt shows that David was able to help his wife identify for herself 
experiences that contradicted her description of never being in control of ‘Colin’. All 
participants, except Kenneth, discussed similar experiences in the latter stages of 
therapy, where they became able to identify unique outcomes for themselves. For 
example, Tom would consciously memorise contradictory experiences between 
sessions and became eager to tell his therapist. Similarly, Judith claimed, “I always 
do that when I go in now and say ‘I did this’”.
As well as needing therapist intervention to highlight unique outcomes, participants 
noted that they also required their therapist to help them reflect on the meaning of 
these events. This is perhaps best summarised by a section in Kim’s transcript when 
we were discussing her ability to see her grandchildren despite feeling extremely 
depressed. I asked her:
“So before you spoke to [therapist] the fact you could get there...”
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Kim finished my sentence by saying:
“Didn't mean anything, no.”
Kim said that her therapist had thought that she must have been really strong to be 
able to see her grandchildren despite feeling so depressed, from which Kim had 
concluded that the event was evidence that she was a “good nanny rather than a bad 
nanny", which was her original conclusion. The majority of participants commented 
that the therapist led the reflecting process. For example, before therapy Judith felt 
controlled by her family and felt unable to make good decisions, and consequently 
either left decisions to others or was convinced that she had made bad decisions. 
However, her therapist:
“points everything out to you which is really good, she doesn't tell you, or say, she 
kind of like asks you questions and makes you think about it”
This activity is important so that identifying unique outcomes is not just about the 
therapist pointing out positives but a process in which people are actively engaged in 
unravelling contradictions and generating meaning (White, 1993).
There is partial evidence that reflecting, on unique outcomes within therapy 
encouraged a re-evaluation of aspects of some participants’ identities. For Peggy, 
Dean, Jill and Tom their contradictory experiences were evidence of unique abilities 
belonging to them. Jill said that her therapist would “just get me to see for myself’ 
that she was “a strong character", boosting her self-confidence. Jane said that 
reflecting on her unique outcomes was really useful:
“Because it turns you into an achiever rather than a, you know, a non-achiever”
Identifying “things I’ve done when Jim isn’t creeping about” enabled Dean Jo “start 
believing” in himself. He said:
“I ’ve always had it in there, but I ’ve never believed it. But now....I’m beginning to 
believe it”
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The idea of participants beginning to own positive qualities is continued in the next 
sub-theme ‘Evidence for New Self-Descriptions’.
3.4 MAJQR THEME New Self-Descriptions
The penultimate major theme relates to evidence in participants’ accounts of new 
narratives that had positive connotations for their identities. It provides evidence that 
narratives shaped participants’ lives, as when they began to tell new stories about 
themselves they created paths for new thinking, feeling and action (Weingarten, 
1997). There are three associated sub-themes. First, ‘Evidence of New Self- 
Descriptions’ presents evidence of participants’ problem-free narratives, and the 
second sub-theme, ‘Effects of New Self-Descriptions’ discusses the effects that these 
had on their lives. Finally, ‘The Impact of Others’ looks at the positive effects that 
family and friends had on participants towards the end of their therapy.
3.41 SUB THEME E vidence of New Self-Descriptions
This sub-theme presents evidence that participants’ held changed stories about 
themselves that were a direct product of the process of therapy. All participants said 
they viewed themselves differently, for example, Peggy thought she was “more 
assertive" and that she was “more important than having a perfect image”, Harlene 
commented that she had “become a rebel”, Jill was able to say to herself that 
“somebody loves me” and Dean said:
“I was aiways one that thought everybody else was better than me, and I used to 
put.. .people on pedestals, whereas now I can actually see them on the same [level]’’
Therapy helped Kenneth develop a view that his problem was a product of stress 
from his job. He was able to view himself as “normal”, a process that was important 
to his recovery. Kim’s experiences of externalising conversations made her realise 
she could control depression. The associated meaning she and her therapist had co­
constructed was that she was “strong now”. By owning the quality of strength she 
became more “positive, optimistic, [and] that I wasn’t useless” and, crucially, more 
confidant that depression would not return. These are examples of direct comments 
related to participants’ views of their self.
This sub-theme is related to the sub-themes ‘Externalising’ and ‘Unique Outcomes’, 
where evidence indicated that participants associated themselves with positive
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qualities, for example ‘strength’, which they felt they needed to have been able to 
make progress in therapy. However, some participants expanded this concept 
further by talking about having multiple identities. For example Dean talked about the 
importance of “building characters" in himself. This concept helped him realise that 
-he was “learning to deal with it for myself. By building characters such as ‘Jim’ and a 
“logical Dean”, he was able to start a process of “arguing with him [Jim]”. Narrative 
therapists build on ideas of an internal dialogue. Smith (1997) claims that there is a 
hermeneutic emphasis in narrative therapy to facilitate clients’ dialogue with many 
different internal and external voices “in a state of coexistence”. This concept is 
similar to the postmodern notion that there does not exist a real or true “self, but 
instead that we have countless versions or “identities” (Zimmerman & Beaudoin, 
2002). In therapy a multitude of selves or voices are called forward in different 
relationships and contexts, a concept mirrored by Jane who talked about different 
“parts that come forward” in a variety of situations. Shelia found this concept “an eye- 
opener” and Tom said:
“you got to get out of certain things and to actuaiiy start buiiding up a new person 
within yourseif, or a person you used to be”
3.42 SUBTHEME Effects of New Self-Descriptions
This sub-theme directly relates to the notion that persons who are telling new stories 
about themselves are creating paths for new thinking, feeling and action (Weingarten, 
1997). All participants provided evidence for this sub-theme and their experiences of 
new thinking were wide ranging. For example. Dean became more aware of his and 
others’ negative thinking and how this was linked to mood, Harlene believed that her 
husband was not fantasising about other women, Shelia thought she was not to 
blame for her relationship with her daughter, Judith and Jane shifted their beliefs of 
thinking they were useless if they were overweight and Kenneth made a positive 
reappraisal of his working life and retirement. An experience common to all 
participants was an ability to shift their thinking from a consideration that they have 
not achieved to one where they have achieved. Jane commented, “It completely 
changed from what I’d thought I’d been a failure”. This appears to be a direct result 
of therapist intervention, as explored in the sub-theme ‘Unique Outcomes’.
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Participants’ experiences of new feelings were diverse. For example, Kim, Jill and 
Harlene reported that they felt more love towards their immediate family. Jill 
comments:
“Yes l-can accept it, Tm accepting it and I ’m feeding off it whereas before I wouldnT
Shelia felt she could accept her peers’ compliments and attempts at forming 
friendships, Kim less guilt and Dean felt a surge of confidence, which was "a big 
change” for him. Participants’ experiences of new behaviours were also incredibly 
varied. For example, Peggy, Jane, Judith and Jill became more assertive in all their 
relationships, Peggy “stopped self-harming”, Tom and Dean became more orientated 
to family life and Kenneth could connect with his ex-profession by reading his farewell 
cards.
3.43 SUBTHEME Impact of Others
Whereas the first sub-theme in this analysis, ‘Problems Perpetuated by Others’, was 
concerned with the negative effects of others on participants before therapy, this sub­
theme is concerned with the positive effects of others on participants when they 
witnessed changes.
All of the participants talked about the importance of their therapist witnessing 
changes in them (see the sub-theme ‘Unique Outcomes’). However, this sub-theme 
is concerned with significant others such as family and peers rather than the 
therapist. All participants mentioned that significant others, especially spouses, 
noticed changes as a result of therapy. For example, Peggy stated “he sees me as a 
lot stronger now and more independent”. Kim stated,:
“It was important to me to hear that I was iooking better that I was um.. making 
progress and um, just made a lot of difference to how I felt about myself’
Tom’s father-in-law said, "you’re like a different person”, a comment that seemed to 
help Tom embed and confirm his new self-narrative of being a considerate “family 
man”. Judith’s friends commented that she “seem[ed] stronger now”.
Six of the participants had their spouses in some or all of their therapy. As seen in 
the sub-theme ‘Externalising’, David and Harlene’s interview showed the benefit of
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including significant others in therapy. Throughout the transcript David responded to 
Harlene’s negative comments with positive externalising conversations. They 
indicated that such conversations occur everyday especially with David referring to 
comments that their therapist had said, so much so that they had developed the 
humorous saying, “ ’Remember, [therapist’s name] said...’ ".
The other five participants reported that the presence of their spouses in therapy was 
a benefit as it allowed the spouses to gain a different, more helpful understanding of 
their difficulties. For example, Kim said it allowed:
7\ better understanding of the illness. And me”
However, mirroring David’s sensitive approach to Harlene, it seemed that including 
spouses allowed an increase in tolerance and empathy. For example, Peggy 
claimed:
7 got his point of view on things... it helped me that way... but he got to see what I 
was really going through”
Narrative therapy’s inclusion of significant others is a contrast to cultural and 
therapeutic practices that encourage individualism.
3.5 MAJOR THEME Therapist Qualities
This major theme addresses particular qualities that participants attributed to their 
therapists. There are four associated sub-themes, the first, ‘Therapist Offering 
Views’, contains evidence that the therapist was experienced as both directive and 
collaborative. The second sub-theme ‘A Professional who has Knowledge’ relates to 
participants’ views of their therapist’s professional status, and thirdly, the sub-theme 
‘Believable’ discusses how the therapists’ status of ‘professional’ was useful to 
specific therapeutic strategies. Finally, the sub-theme ‘A Real Person’ relates to 
participants’ constructions of their therapist as a genuine person who is able to show 
genuine emotions.
3.51 SUBTHEME Therapist offering views
There is evidence that within all participants’ therapy their therapist offered them 
different understandings of their difficulties. For example, Dean thought that:
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“she’s [therapist] very good at... y ’know making you.. ..see things in a different way’’
As discussed in the major theme ‘Getting Understandings’ this was a crucial 
component of therapy. However, how the participants experienced this process is of 
specific interest. On the one hand, therapists’ points of view were often experienced 
as suggestions. In other words, participants were presented with a number of altered 
understandings of their difficulties. Tom explained the process in his therapy:
7 think some of the suggestions she sort of offered, was it iike this, or was it like that 
[...] and then suddenly it couid have been crossed between A and B [...] and you can 
actuaiiy feel yourself giving the answers”
Tom talked about a collaborative process of sharing and exploring ideas, where his 
views and explanations were given equal significance as those of his therapist. This 
experience, shared with over half the participants, is congruent to narrative therapy’s 
position, where the therapist is required to hold off from possible expert 
interpretations of people’s difficulties (White & Epston, 1990). However, some 
participants talked about their therapist in a slightly different way. Their experiences 
suggested that their therapist could also be directive. For example, David’s therapist 
stated:
“’No you mustn't do that, you’ve got to Just ignore it’”
Other participants reported similar experiences, for example Kim was “taught that 
good days are precious”, the therapist “explained what was going on” to Peggy, Jill’s 
therapist “got me to see that the negative voice was saying I’m no good”, Kenneth 
and Judith were given advice to “practice” between sessions and Judith’s therapist 
used to “point me in the right direction”. Further analysis of this theme will be 
discussed below in the context of other related therapist qualities.
3.52 SUBTHEME A professionai who has knowledge
All of the participants in this study except Tom and Jill often made specific references 
to the professional status of their therapist. For example, Kenneth found “an 
important part” of his therapy was the way his therapist talked in “a professional way” 
about him and his difficulties. For Kenneth, it was useful because of his previous 
professional status in the health service and his experience of his therapist was that 
she respected this. What was striking about these eight accounts was the way that
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the therapist was thought to have more knowledge about participants’ problems than 
the participants themselves, For example, Peggy said:
“[therapist] seemed to know better than me what were the main areas to look at”
Peggy thought that her therapist must have followed a "guideline” or structured 
approach to help her with her difficulties. Other participants made similar comments, 
for example Harlene said, "she understood and made us understand”, Kim said, 
"obviously [therapist]’s got all the knowledge” and Jane commented, “She knows, she 
obviously knows what she’s doing”. Judith commented that she did not view her 
therapist as “really professional” but “she’s obviously really knowledgeable”.
Eight participants made particular reference to their views of their therapist as a 
professional. This accords with the criticism that has been levelled at the post­
modern non-expert stance of the therapist and their attempt to mitigate the power 
inherent in their ‘expert’ knowledge (Fish, 1999). Participants’ accounts suggest that 
their therapists were often elevated to positions of power despite the non-expert 
stance of the narrative therapist, and that a power imbalance existed as a result of 
their expert role. However, as will be discussed in the sub-theme ‘Believable’, this 
position was of great benefit to participants as. therapists used their power to enable 
participants’ empowerment (Lamer, 1999).
No evidence was found of this elevated status of the therapist in Tom and Jill’s 
transcripts. Indeed, in all participants’ transcripts the status of the therapist 
fluctuated, becoming salient at particular times and at other points the status of the 
therapist was more similar to their own. This will be discussed in the sub-theme ‘A 
Real Person’.
3.53 SUBTHEME Believable
This sub-theme attempts to link the sub-themes ‘Therapist Offering Views’ and ‘A 
Professional who has Knowledge’. This sub-theme relates to evidence that shows 
that professional status made the views and understandings of the therapist 
believable. For example, Kim explained her therapist had “all the knowledge”, which 
meant that:
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7 trusted [therapist]. And erm, I believed what she toid me, which of course left me 
open to what she was telling me”
Similarly, Shelia believed what her therapist told her “wasn’t just wishful thinking” 
"because “she was a professional” and “has knowledge", This was an interesting 
position as it suggests that because the expert therapist has knowledge their views 
are valid, believable and can be accepted. Contrary to narrative therapists’ political 
position of non-expert (Lamer, 1999), the therapists’ positions of experts in this study 
made the transmission of knowledge and meanings happen. Their positions of power 
empowered participants (Lamer, 1999). This is similar to Harlene’s experiences with 
her Occupational Therapist, when she believed what she said about her husband 
because of her professional status, or Kim’s experience of being “labelled” with 
“Repetitive Depressive Syndrome”
This is also related to the theme ‘Unique Outcomes’. As described above, this 
directive strategy of the therapist was relevant to all participants’ therapy because in 
the initial stages of therapy they were unable to identify unique outcomes 
autonomously. Incorporating the sub-theme ‘Believable’ into the analysis perhaps 
explains how this strategy was effective. For example, when Dean related his 
worries about promotion to his therapist she simply replied:
“that’s fantastic news, you know, peopie obviously like you’”
Dean became immediately reassured as he trusted his therapist’s response. 
Similarly, when he had an upcoming event he had to attend he began to feel the 
effects of anxiety and wanted to phone his therapist. Her response was simply “have 
fun” and Dean responded:
“well if that’s what she’s thinking of the situation, then it cant be as bad as Jim is 
making it, you know and I think that’s very important”
For David, having faith in Harlene’s therapist was vital to ensure that he took her 
advice and stopped “contributing to the problem”. He commented:
7 found it very hard because it goes against your natural instincts, but it worked”
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David & Harlene obviously found this direct intervention difficult, along with other 
specific interventions that their therapist suggested but they continued. These 
examples suggest that without a therapist having a professional status of knowing, 
participants might not have accepted their directive strategies such as highlighting 
and performing meanings around unique outcomes. It indicates that the position of 
expert acts as a form of reassurance, invoking trust but consequently promoting the 
therapist’s knowing above the participant’s. Judith’s comments echoed this:
7 think yeah, you do have to trust them yeah. But she did, she did used to point out 
at day one as well but I don't think i took it realiy seriously then. It was after a few 
[sessions]”
These comments seem contrary to White & Epston’s (1990) comments that the 
positions of ‘experts’ are generally disempowering, an assumption that underpins 
their striving for communicational transparency and position of not knowing (Fish, 
1999). However, for Judith and other participants trust was built from other qualities 
that relate to the therapist as a genuine person as well as their expert status. This is 
discussed in the last sub-theme.
3.54 SUBTHEME A Reai Person
This sub-theme is contrary to that of ‘A Professional that has Knowledge’. The 
importance of professional status fluctuated throughout most participants’ accounts, 
as indicated above, but for Tom and Jill it was not important at all. Paradoxically, the 
other therapist quality that appeared vital for all participants in this study and that 
contributed to the therapist being believable was that they were seen as a real person 
and not just as a professional. Most of the participants seemed able to hold these 
two seemingly disparate views at once. As Jane explained, “she’d go out of therapist 
mode” and drop the role of expert to show her “personality”. Tom thought that she 
“really cared and really listened”, Shelia was “ amazed” at her therapist’s ability to 
“remember all the things I said to her” and Peggy, Jane and Jill appreciated their 
respective therapists offering examples of their own personal experiences. For Kim, 
holding the two positions of her therapist being on the one hand an expert but on the 
other a person with “compassion” was vital and gave an impression that she “really 
understood”:
“obviously she studied and all that but its it seemed more”
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Kim thought that her therapist must have been through a similar experience to be 
able to be so empathie. Peggy received an apology that was “more than just a 
professional apology, she [therapist] was really upset" when Peggy was mistakenly 
sent a “stroppy" letter about her non-attendance. Judith responded to her therapist 
because “she seemed so genuine". Tom thought his therapist was “really listening” 
and took a personal interest in him. This was confirmed for him when his sessions 
would go over the allotted one-hour. These examples indicated that all participants 
valued an emotional connection with their therapist.
4. DISCUSSION
4.1 Summary of findings
The findings of this study support a number of concepts inherent in narrative therapy. 
It also offers differing and perhaps challenging perspectives about how the therapist 
can be helpful to clients in therapy. The findings are summarised by considering the 
original research questions.
4.11 How did making expiicit a dominant narrative heid in society and in their family 
impact on individuals’ therapy?
All participants in this study indicated that their difficulties prior to therapy were 
internalised. For many participants, their position in the mentai heaith system helped 
them to construct an idea that their problems were permanent. Often, their 
descriptions of their difficulties were totalising, that is, their difficulties represented the 
dominant description of their lives. All participants talked about subjugating 
discourses that impacted on their lives, such as motherhood, mental health, body 
image and retirement. Postmodernists would say that we evaluate and judge our 
own acts by the value-laden ideals within cultural narratives (White & Epston, 1990). 
Before therapy, participants accepted the value-laden ideals contained within these 
discourses about how one should be. The consequences of not living up to such 
ideals were that participants made unfavourable conclusions about their identities, 
where they blamed and judged themselves as bad or failed. Additionally, for many 
participants, the ‘Experts With Knowledge’ (Madigan, 1999) within the mental health 
system had a role in their negative self-appraisals. Their expert positions enabled 
their comments to be accepted as truth and often reinforced the value-laden ideals 
within particular discourses. Participants’ spouses' and colleagues' comments also 
often confirmed these discourses. For the participants in this study, the contexts that
179
they lived in and significant others within these contexts helped construct their 
identities.
Highly relevant to participants’ therapy was an increased understanding that their 
relationships with their problems had been shaped by history and culture. Exploring 
the relations of power within cultural and social structures, such as family, society and 
religion, had a significant impact on undermining the impact of their difficulties. The 
situating of problems in a context weakened participants’ negative conclusions about 
their identity. When participants’ problems were located back into the context they 
came from rather than internalised new understandings of their identities were 
created, which were less influenced by self-blame and failure. Questioning the 
legitimacy of why they should act in certain ways or be concerned about certain ways 
of being allowed them to create distance from these ideals and choose different ways 
of acting, feeling and thinking. Further discussion about deconstruction will take 
place under externalising.
4.12 How did individuais experience the therapeutic technique of externaiising and 
how reievant was this to their problems?
All participants’ therapy included externalising conversations, whether it was 
externalising specific problems or deconstructing particular discourses. Common to 
such conversations were that they located problems into participants’ histories and 
the contexts in which their difficulties were embedded.
Seven participants reported overt externalising of specific problems. Of these, one 
participant did not engage with the process. For the others, their experiences were a 
major part of therapy and the technique created space between participants and their 
problems, which opened up a multitude of new actions, feelings and thoughts. It 
enabled non-blaming ways of communicating with significant others, it decreased a 
sense of self blame and most commonly, increased participants’ sense of control 
over their difficulties.
This study revealed that participants did not necessarily have to experience the overt 
technique of externalising specific problems to create space and control over their 
difficulties. Deconstruction, a more subtle form of externalising, also served this 
process as both strategies enabled all participants to place their difficulties back into 
the social and cultural contexts that produced them.
180
4.13 Were individuals aware of an emerging alternative narrative in therapy, and if 
so how was it made relevant and has it survived?
The majority of participants’ accounts of themselves before therapy conveyed only 
events and meanings that supported a problematic self-description of their lives. 
Before intervention from the therapist, their problem-saturated narratives only 
selected particular experiences that confirmed a problematic self-description and 
contradictory experiences were ignored.
Identifying contradictory experiences was a vital process within therapy. However, 
participants were initially unable to identify unique outcomes so the therapists had to 
take an active role in this. This is a key task of the narrative therapist (White, 1993: 
Carey & Russell, 2002). Participants indicated that when they got used to this 
process they were able to start recognizing experiences for themselves.
Identifying and reflecting about unique outcomes allow new narratives to align with 
more favourable experiences and forms the basis of the re-authoring process (Carey 
& Russell, 2002). This study showed that the process was made relevant by the 
therapist intervening to help participants reflect on the meaning of events. 
Experiences of genuine enthusiasm and considering the ‘expert’ stance of the 
therapist seemed to facilitate the reflections of the participant rather than subjugate 
them. Both therapist as the ‘Expert With Knowledge' and participant as the 'Expert 
With Knowledge’ allowed different stories to emerge about participants’ identities.
In considering how new narratives were relevant to participants, I would suggest from 
this study that unique outcomes were events and meanings that participants found 
significant to their lives. The process was concerned with looking for events that 
contradicted the dominant story and were relevant to them and not to a theory of 
function and dysfunction. These events formed the basis of new understandings 
about their lives that were based on their own preferences and desires. New 
narratives appeared, to survive for the majority of participants because they shaped 
their lives in more positive ways. The most common effects were on participants’ 
relationships with others, on increasing assertiveness and confidence and making 
new positive conclusions about identity. Some participants also indicated that the 
stories were made more relevant because they were embedded in qualities that they 
knew existed all along.
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4.14 How did participants experience their reiationship with the therapist?
All participants experienced their therapist as someone who presented alternative 
perspectives of their difficulties. The exchange of ideas and meanings was a 
significant component to therapy, and the majority of participants experienced this as 
both a collaborative process, where the therapist offered views, to which participants 
gave equal significance with their own, and a more directive process, where 
therapists directly transmitted knowledge and techniques to participants. The more 
directive process was made possible by the professional status of the therapist. It led 
participants to believe that they were knowledgeable in their discipline of psychology, 
which allowed therapist comments to appear more legitimate and hence believable. 
However, this meant that the validity of the therapist’s knowing was elevated above 
that of the participants. Although this power imbalance allowed the therapist more 
story-telling rights, there was no evidence that this had the same disempowering and 
subjugating effects as participants’ contact with previous mental health workers. The 
narrative therapists’ position allowed a greater acceptance of different points of views 
and was especially helpful to the process of identifying unique outcomes.
White & Epston’s (1990) position in therapy is to try and find ways that do not 
perpetuate the status of clients as ‘Patient Without Knowledge’ (Madigan, 1999) by 
attempting to mitigate the power inherent in their expert knowledge (Fish, 1999). 
Somehow, the experiences of their therapists as knowledgeable did not subjugate 
participants’ knowing in unhelpful ways. In fact, often through therapeutic techniques 
such as deconstruction, participants themselves became ‘Experts With Knowledge’ 
(Madigan, 1999). This study indicated that narrative therapists can and do use their 
position of expert to legitimise their views and beliefs, which can be experienced by 
clients in positive and empowering ways. The narrative therapists managed to 
transmit knowledge without any negative effects of domination.
Most participants were able to hold two contradictory views of their therapist. On the 
one hand therapists had ‘expert’ status and on the other hand they were seen as 
people with real experiences and genuine emotions who could drop their expert 
stance. Evidence in this study showed that experiences of a genuine and 
enthusiastic therapist helped to bring meaning to unique outcomes and enabled the 
re-authoring process. The excitement transmitted by therapists was felt as 
empowering. However, Carey & Russell (2002) warn against conveying this openly 
in therapy as it puts the therapist’s experience of a client’s unique outcomes at the
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centre of the conversation rather than the client’s reflections. They argue that 
expressing enthusiasm too readily is an articulation of therapist power. However, this 
study indicated that the power of the therapist was experienced differently at different 
times. Inevitably, power emerges from the social situation of therapy, the situation of 
going to see an expert to help with your problems (Lamer, 1999). Contrary to Carey 
& Russell (2002), this study indicated that the ‘Expert With Knowledge’ position of the 
therapist often encouraged and validated the emergence of knowledge in the 
participant. This process was expressed by the majority of participants who 
commented that if their knowledgeable therapist said or agreed that they were doing 
well then they trusted and believed that they were. Although indications of therapist 
power fluctuated markedly across and within accounts, the theme of trust and belief 
in the therapist did not. Trust in the therapist allowed narrative interventions to 
succeed
4.2 Implications fo r clinical practice
The findings have wide implications for clinical practice. Current practice lays stress 
on mitigating the expert status of the therapist (White & Epston, 1990). However, this 
study indicates that clients still experience the therapist as a professional despite 
attempts to address the power imbalance. They also hold an idea that their therapist 
can drop this status and interact with genuine emotions. Such ideas about a 
therapist are useful as it makes their opinions believable. Additionally, the therapist 
stance of certainty, as opposed to ‘not knowing’, can be useful in facilitating a client’s 
‘knowing’. Although it is important for therapists to be aware of position calls they 
make and the discourses and power relations they invoke in doing so (Drewery, 
Winslade & Monk, 2002) it is also important to realise that exercising power in 
therapy enables the process of empowering the client.
This study showed that in the initial stages of therapy clients find identifying and 
reflecting on unique outcomes difficult. The clinical implication is that a key role of 
the therapist at this stage is to facilitate the client in this. Contrary to Carey & 
Russell’s (2002) cautions, the sharing of therapist experiences and use of 
enthusiasm can help empower the client in the re-authoring process, Once therapy 
progresses clients are more able to identify and reflect on events without intervention 
from the therapist, as they begin to express a new coherent account of themselves. 
These new narratives start to shape clients' lives in different everyday ways. A 
clinical implication of this shift is that the reduction of therapist intervention in this
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process can indicate when therapy is nearing an end. It also has clinical implications 
for practitioners who might want to design outcome measures for narrative therapy. 
The findings demonstrate that a quantitative outcome measure, derived from a 
generalised expert theory of what would constitute significant change, would be 
unable to capture the unique events that compose a client’s new narrative. Such 
events in this study were wide and varied and it was the therapeutic activity of 
reflecting on the significance of the events that determined whether they constituted a 
difference for the participants. In other words, outcomes cannot be determined from 
an expert structural theory of dysfunction as meaningful outcomes in narrative 
therapy can only emerge from each unique therapeutic encounter.
Participants indicated that the effects of externalising conversations were brought 
about from botb deconstruction of beliefs as well as the more obvious technique of 
externalising and personifying specific problems. Popular child case studies such as 
“The story of Temper" (Wilson & Castelino, 1999) and “Sneaky Poo” (White & Epston, 
1990: p46) may suggest that personifying problems is the most important component 
of narrative therapy. Therefore, an important clinical implication of this finding is that if 
narrative therapists encounter an adult client who has an aversion to personifying 
problems, such as Jane, practitioners can concentrate on the subtler ideas of 
deconstruction. It was the re-location of problems into a historical and cultural 
context that was beneficial to participants, a process that both deconstruction and 
externalising perform.
4.3 Lim itations of the current study
Any conclusions drawn from this data set must be tentative because of questions 
about how homogeneous and representative these experiences are of people 
undergoing narrative therapy in the National Health Service (Smith, 2002). The 
sample might be unrepresentative in 4 ways.
Firstly, as discussed in the introduction, the way that therapists engage with the 
concepts within the narrative approach varies considerably as there is not one way of 
engaging that is more legitimate than another (Doan, 1998). Therefore, the 
experiences of these particular participants with their particular therapists cannot be 
said to be representative of other people’s experiences.
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The I PA approach claims that one cannot have direct access to fixed inner attitudes 
(Osborn & Smith, 1998) but it does privilege accounts as if they reflected some inner 
reality. It is possible that this study might have produced a context where the words 
that people used to talk about their experiences were less likely to reflect accurately 
their feelings and thoughts. The majority of sample were at the follow-up stage of 
therapy, and they might have been concerned that bad reports would get back to 
their therapist. They might have been careful to talk positively about their 
experiences and to promote the expertise of the therapist above their own so that the 
therapist appeared as a good professional therapist. The selection process also 
relied on the therapist identifying participants, which could have affected the context 
even further as they may have only selected participants that would give positive 
accounts of either narrative therapy or them as an effective therapist. However, their 
was some evidence to support the validity of the study: some participants talked 
strongly about techniques and ideas that did not work (e.g. Jane and Harlene); 
participants indicated that they held a number of differing views about their therapist’s 
expertise, such as their therapist being able to drop their professional status and 
disclose information about their own experiences; and participants gave detailed 
accounts of how certain concepts in narrative therapy worked for them (indicating that 
their claims to have benefited from therapy were supported by changes outside the 
therapeutic context).
Thirdly, only three therapists were used in this Study. Practitioners engage with the 
concepts embedded in narrative therapy in different ways and with different clients. 
Therefore, I cannot claim to have found conclusions that could be applied to all 
narrative therapists for all clients. It is possible that diverse conclusions would be 
drawn from different therapists.
Finally, I cannot claim to have strictly bracketed my foreknowledge of narrative 
therapy in ways that maximised the phenomenology of the study (Willig, 2001). The 
research was aimed at exploring how participants’ experienced particular aspects of 
narrative therapy, and this determined the interview schedule as well as the follow-up 
questions and prompts that I asked. Indeed, because of word limit restrictions I 
dropped a theme in the analysis that contained evidence of my difficulties in 
maintaining my role of a researcher. Instead, it was apparent that in some interviews 
I adopted the role of a therapist where my questioning seemed driven by my 
therapeutic experience of narrative therapy. This was especially pertinent to Harlene
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as she indicated that she was experiencing difficulties at the time of the interview. 
However, I have attempted to alleviate this possible bias by personal reflexivity, 
allowing the reader to consider the full context of the research process.
4.4 _ Directions for further research
Further research could improve on the current design in order to capture more clearly 
the experiences of narrative therapy and the therapist within this. A different 
interview schedule could be used that directly addresses the position and power of 
the therapist compared to that of the client. From this, one might be able to get a 
clearer idea about how the professional status of the therapist can be used to 
empower clients.
Given the sampling procedure for this study, there is a need for further research with 
people who have dropped out of therapy or at the very least people who are not so 
overtly satisfied with their therapist. Issues of therapist influence compared to client 
influence might well be different with clients who are not so satisfied with their 
therapist. Therefore, a study that incorporates a wider range of participants would be 
recommended. Similarly, it would be useful to conduct further research using 
different therapists to see if similar conclusions may be drawn. If this is not the case, 
the findings of this study may reflect the approach of three therapists rather than the 
concepts and techniques of narrative therapy.
Finally, I would be interested to conduct a similar study with a different qualitative 
methodology that is congruent with postmodernism and narrative therapy. With 
different research questions regarding how people talk about their therapy, I would be 
curious to see what different readings Discourse Analysis (Potter & Wetherell, 1995) 
could offer investigations into narrative concepts. Additionally, Narrative Analysis 
(McLeod, 1997) may offer a more in-depth analysis of how individuals construct 
understandings about themselves within the therapeutic encounter.
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Department of Psychology 
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Dear Mr Cooper
REG Ref -  2441 -  An exploratory analysis of client’s perceptions of key 
components of narrative therapy using Interpretive phenomenological analysis
The Surrey and Sussex REG has considered your response to the issues raised by 
the Committee on the review of your application 18 July 2003, as set out in our ietter 
dated 25 July 2003. The documents considered were as follows:
• Amended Patient Information Sheet
• Consent Form 1 -  Pre-interview
• Consent Form 2 -  Post-interview
• Accompanying letter dated 27 October 2003
The members were satisfied that your response has fulfilled the requirements of the 
Committee. You are therefore given approval for your research on ethical grounds 
providing you comply with the conditions set out below:
Conditions of Approval:
You do not undertake this research in any MHS organisation until the reievant 
NHS management approval has been received.
You do not deviate from, or make any changes to, the protocol without prior 
written approval of the LREC, except where this is necessary to eliminate 
immediate hazards to research participants or when the change involves 
logistical or administrative aspects of the research. In such cases, the LREC 
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An advisory committee to Surrey and Sussex Strategic Health Authority
Appendix 2 -  Consent Forms 
Patient identification number for this study:
Research Consent Form 1 -  Pre-interview 
Research TMe:
The experience of Narrative therapy
Name of researcher:
Ali Cooper
Please initial box
1. I confirm that I have read and understand the information sheet dated
for the above study and have had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, without my medical care 
or legal rights being affected.
□
□
3. I consent to an audio-tape being made of the research interview and to all I I
or parts of this recording being transcribed for the purposes of research '— *
and education. I understand that all information which could identify rtie 
will be made anonymous. I understand that if I withdraw my consent, the 
audiotape information will be erased immediately.
4. I agree to take part in this study 
Name of participant Date Signature
Name of researcher Date Signature
On behalf of those involved with this research project, I undertake that, in respect of 
the audio-tape(s) made with the above participant, professional confidentiality will be 
ensured, and that any use of audio-tapes or transcribed material from audio-tapes 
will be used for the purposes of research only. The anonymity of the above 
participant will be protected.
Name of researcher Date Signature
□
(Note: one copy for researcher and one for participant)
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Patient identification number for this study:
Research Consent Foim 2 -  Post-interview
Research Title:
The experience of Narrative therapy
Name of researcher:
All Cooper
Please read the following paragraph and, if you are in agreement, sign where 
indicated.
I agree that the purposes of this research, and what my participation in It would 
entail, have been explained to me In a manner that I understand. I have given 
consent to be interviewed about my experiences of narrative therapy. I have been 
interviewed and know I have been audio-taped. Having been interviewed and an 
audio-tape having been made of the interview, I also consent to all parts of this 
recording being transcribed for the purposes of research.
Name of participant Date Signature
On behalf of those involved with this research project, I undertake that, in respect of 
the audio-tape(s) made with the above participant, professional confidentiality will be 
ensured, and that any use of audio-tapes or transcribed material from audio-tapes 
will be used for the purposes of research only. The anonymity of the above 
participant will be protected.
Name of researcher Date Signature
(Note: one copy for researcher and one for participant)
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Appendix 3 Interview Schedule 
INTERVIEW SCHEDULE FOR MAJOR RESEARCH PROJECT
1. Orientation and success
■ Can you tell me a brief history of the problem that led you to see a 
psychologist?
Did therapy help you sort out the problem?
Please describe your therapy.
Probe -  Can you tell me more about that -  explain that more to me)
In what way did you contribute to alleviating your own problem?
How much success is due to you and how much to your therapist?
If previous support - How was this therapy different from other 
therapy?
Or no previous -  How was this therapy different from what you 
expected?
2. Awareness of emerging alternative narrative I exceptions fCore 
rationalel
■ Before therapy, how did you think about yourself?
Specific probes -  Ask how participants thought their family / peers / 
colleagues thought about them
■ After therapy, how did you think about yourself?
Specific probes -  Ask how participants thought their family / peers / 
colleagues thought about them
■ Did therapy make you think differently about yourself?
" Probe: Can you describe that?
■ Before therapy, how did you think about other people in your life? 
Specific probes -  Ask about family / peers / colleagues
■ After therapy, how did you think about other people in your life?
Specific probes -  Ask about family / peers / colleagues
■ Did therapy make you think differently about other people? Can you 
describe that?
■ What did you start doing differently?
• What did others make of this?
■ Was there a time in your therapy when you think change happened? 
Probe: If so, can you describe the changing moment in your therapy?
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■ Did you find that there were times when the problem was not around? 
Probe: Can you tell me about those times?
■ What difference (If any) did It make to you to find these times?
■ Was it relevant to you at the time?
Probe: What made it relevant? / What made it irrelevant?
■ Did it become more or less relevant as time as therapy progressed? 
Probe: Can you describe this?
■ What ideas were helpful in therapy?
■ What ideas were unhelpful in therapy?
■ What ideas have you taken out of therapy that have been helpful?
3. Making explicit the dominant narrative in the wider context
■ Were there beliefs within your family that you think contributed to your 
problem?
Probe: If so, in what way?
■ Were there beliefs from society that you think contributed to your 
problem?
Probe: If so, in what way?
" Do you view these beliefs differently now?
■ When and how did this change?
4. Experience of the relationship
■ What do you think about the relationship you had with your therapist?
■ What view do you think your therapist had of you, was this important
to you?
■ What was important in this relationship -  what helped it to be 
effective?
■ What would have helped It become more effective?
■ How did you feel about your influence compared to your therapist's
influence in therapy?
Probe: Do you think your therapist controlled or bullied / Imposed things on 
you? Do you think you had control over the therapy?
5. Experience of externalising
■ Was the problem seen as something separate from you?
■ Did this way of looking at it make any difference to you? (describe diff)
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EZ
R I’m taping over a Paul Weller tape
P7 Oh are you
R So I hope that Changing Man doesn’t come on the background (laughter from R 
and P7)
R Ok, do you erm think you could just give me a brief history of why you went
to a psychologist
P7 I suffered from depression for a long long time, on and off [pause] I tried
other things and erm and my CPN referred me to [therapist]
R When you say you tried other things what other things did you try?
P7 I tried erm EOT antidepressants and [long pause] erm [long pause -  20secs]
and tranquillisers [pause] I'm feeling very nervous
R Are you? Ok, that’s fine, whenever you feel like its too much we can stop ....
And you know if you’re not happy with the tape you can you know, that's fine. Ok 
that’s really
P7 Is that all right [laughter]
R Absolutely, very helpful. 11 get nervous about giving interviews
P7 Do you
R The worst thing is I have to transcribe these so I have to hear my voice.
Have you ever heard your voice on tape?
P7 Yeh, yeh
R I know I think I
P7 I sound like Cathy Beale
R I think my voice is too high, I sound like a girl on tapel
R So do you feel, I know your still seeing [therapist], but do you feel that
therapy has helped you sort out you your problems?
P7 Yes I do most definitely erm.... Its helped me more than anything ever has its
more its unbelievable how’s its helped
R Can you tell me how?
P7 Yeh, [long pause] I’ve kicked depression out of my life!
R Very interesting way of talking about it
P7 Yeh
R Can you tell me how, how, can you tell me what that sentence means?
P7 Laughs
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R Its very expressive
P7 It means that I’ve got my life back pong pause] it means every thing to me, it
means erm.it means I can live again.... That I can I can like myself
again, that I can......go out, that I can...do anything I want
R When you say you kicked the depression out of your life, that’s kind of a term
" which ...can you explain that sentence cause it seems a very different way that other 
people might talk about depression
When I say kicked, I think that to begin with I thought I was the depression that.... I 
would always be like almost.... But through talking with [therapist] she helped me 
understand that depression was something quite separate to me the illness was. By 
understanding that slowly pushed it aside and separated it from me pong pause]
R That makes a lot of sense, I mean it’s a really interesting (P7 "yes”), for me I
that’s really interesting I would like to try and and ask you , that fits into what I wanted 
to ask
P7 Does it, good, good
R So its very helpful. So, how did she start helping you see this thing
P7 Yeh, I remember very well, something she said to me. Erm, [5sec pause]
you have got to remember that I was told by somebody, a doctor, a psychiatrist, that I 
had RDS, repetitive depressive syndrome
R Oh, RDS, isn’t that something you get on a radio?
P7 Ummm, and that I would always be like it, I was told that, and I believed that,
where when I spoke with [therapist] she gave me hope. She said that we can get rid 
of this depression, those were her words, and to begin with I couldn’t take it in what 
she’d said to me and I got home and I sort of thought about it, and I thought “she did 
say that, she did say I could get rid of this". And then I came back and saw her again 
and talked some more, and she said It, and I said “can you help me get rid of it?" and 
she said “Yes we can".
R How does that help, that she was being that direct and certain that she..
P7 It was unbelievable how it helped me. She gave me hope that things could
be different and that I could get better and it wasn’t me.
R So that so that... I don’t wanna put words in your mouth, but is it that hope
came from her saying that you can and being quite direct and certain about that
P7 Yeh
R ... but also did you get hope from seeing it as something separate?
P7 The thing she said to me first was you can get it out, that was first, so
their was hope there, and then the separating me from the depression, that was a bit 
later. SO there was hope from her telling me directly that we could get rid of it, but 
she also said tht I can’t promise that It won’t come back so.... So...
R So how was that hope different from having RDS slapped on your back
P7 Laughs Well I couldn’t believe it at first, I really couldn’t believe it. I thought I
would always be like this, like that.
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R Just the nature of RDS kind of suggests that, its repetitive.
P7 Yes
R So how was what [therapist] said that, I suppose it was kind of necessarily
P7 Going to come back, yes. It just made me feel better, much better. More
positive, optimistic, that I wasn’t useless.
R That’s , ... I’m really pleased you brought up that bit at the beginning, and
talking about it, do you think it was one of the most helpful things?
P7 Yes I do. Definitely
R Because it gave you hope and
P7 Yes
R What kind of things, I mean what kind of things did the two of you do with 
that, was there any kind of conversations you had about the depression
P7 Yeah, the er... I must say how understanding [therapist] was {pause] she
seemed to know how I felt, really how I felt, I don’t know how she how she did, but we 
talked quite a lot, and I should see the depression, what did I, how did I see my
depression? And I said like a black cloud and she said about erm, pushing it
aside and telling it I didn’t want it I didn’t need it......
R Did you work together to kind of find times when the black cloud wasn’t
around?
P7 Yeh, we did focus on the positive days and yeah, [long pause]
R What difference did that make, focussing on the positive days?
P7 It made a lot of difference to me really, when I had a good day in the past 
before I had this psychotherapy, I would try and catch up with things I should have 
done, and erm, wear myself out so the next good day wouldn’t be tomorrow but I 
don’t know when, it was like a vicious circle, she taught me that good days are 
precious. And that I should do what I wanted not to do house work and., you know, 
but to appreciate birds in the garden, nature
R So it sounds like [therapist]... its interesting you said that [therapist] taught
you that
P7 Oh yeah, I feel she did, yeah I do
R Do you think she, do you think you needed somebody to point that out?
P7 Yes I do, Yeah I do, yeah, she taught me a lot
R Erm,... so it it made quite a difference to you finding the goOd days
P7 Yes [laughs] it did
R And do you think it was instantly relevant or did it take time
P7 It took time to erm.. slow down, to slow myself down.... Because obviously
on a good day you want to do everything. So it took quite a bit of practice to erm 
pace myself, you know I forgotten the question now!
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R Oh, this is going to be bad cause you're gonna realise I have got a bad 
memory. Erm, that’s right, I, I have actually had to rewind the tape once to find out 
what I asked, erm, I was wondering whether, erm, yeah, that’s right, you were talking 
about finding the good days and and do you think you needed [therapist] to point the 
good days out to you?
P7 Yeah, I do at first., and like when we were talking and I would say I’ve had a 
bad week and she would say "and what have you been doing?” and erm I would say 
something like "maybe I’ve caught up with my ironing, or i’ve done all the house from 
top to bottom or, and she just sort of said that the good days are precious and that 
maybe it would be a good idea if I left that sort of thing and focused on more things 
for myself you know. So yeah,
R And what effect did that have on you when you were focussing on more on
yourself
P7 I felt I stayed weller for longer, and erm... its ok to leave the house work
behind and erm, think of myself a bit more, you know
R and do think that erm, finding those days became more relevant as time
progressed
P7 Yes I do, yeah, very much so. Which made it better, cause I obviously
stayed well for longer. Yeah.
R Ok, erm... so.... In what way do you think you contributed to sort of
alleviating your difficulties?
P7 I trusted [therapist]. And erm, I believed what she told me, which of course
left e open to what she was telling me, you know, [long pause]
R So then, what things did you do to help yourself 
P7 I thought differently....
R Did you do things, I mean were there things which you which you had to
push yourself to do?
P7 To begin with, yeah.
R Are you finding this interview hard, or or easier as we are going along?
P7 Easier, yeah
R I there anything I can do to help it
P7 No, its ok. Just makes you think dun’ it.
R It does, and that, and that’s what I’m trying to check out really, to see
whether your ok, or
P7 I’m ok honestly
R Some of these questions are, you have to think about yourself
P7 Its OK, I’m I doing it right. I’m i....?
R There is no right or wrong
P7 [laughs] that’s what I’m worried about
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R There is no right or wrong way
P7 Are you getting what you need?
R That's the point of the research, I don't know what I need, I suppose what I 
do need is for you to be as open as you want, really, as open as you can
P7 I don't want to blabble on if that’s not what you
R Blabbling on is fine, if that is what you think you need to do, there is no right
or wrong cause its from you perspective
P7 Yeah
R No, that’s why I’m jumping backwards and fonvards [referring to interview
schedule] cause your bringing [P7 laughs] things up and its like yeah right
P7 Oh right [laughs]
R So that’s why I’m jumping, I think its probably a good sign. Erm, so we
will probably come back to how much success was due to you and how much was 
due to [therapist]
P7 OK
R So... you had some previous support, how was working with [therapist]
different?
P7 It was different because I felt she understood me  nobody had ever
understood me how [therapist] had. That’s the main difference And she
showed me respect as well
R How did you get the impression that she was doing that compared to the
others
P7 The way that she spoke to me, her understanding of it all. She seemed to
have such a lot of understanding So much so that I thought, I dunno....
R What did you think?
P7 I thought she much of felt like it to know how I feel so well
R So you thought that that perhaps she had, that her understanding didn’t
come necessarily from books
P7 Not just books, no, I thought it was more
R There was actual proper empathy because
P7 Empathy, that’s the word, yeah
R How did you come to that
P7 Because of the way she spoke to me, the encouragement she gave me, and
the .... She was just unbelievable
R It sounds like you really valued...
P7 Oh yeah, oh yeah
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R The relationship you had, do you feel that that was one of the most important 
things?
P7 I feel her understanding was really very very important. Erm [long pause]
R Sometimes i think it's the shame that these are confidential
P7 Yeah
R Cause there so positive
P7 God, yeah, yeah
R But it is confidentiall So therapy was different from other support cause you
had understanding, but its not just understanding....
P7 It was more
R It doesn’t dp it justice
P7 No it doesn’t
R Its empathy, but i put something in your mouth that it isn’t just a textbook
approach by [therapist], its something about her
P7 Yeah, erm..
R Do you think that’s a good description?
P7 yeah, I do
R So that she has some professional knowledge
P7 Yeah, yeah, I , obviously she studied and all that but its it seemed more.
R So that level of understanding, that level of empathy was so strong that there
has to be some other reason
P7 I think so, yeah.
R And, that was something that it sounds like, the bit we described about
theory, and with the psychiatrist, that was clearly lacking
P7 Yeah, definitely
R Did [therapist] ever use any kind of diagnosis or labels?
P7 No she didn’t
R Did that help or
P7 Yes It did
R How did that make you feel?
P7 It made me feel I wasn’t  [long pause] no she never labelled me. [long
pause]
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R Ok, erm, I would like to ask a bit about, before you saw [therapist], how did 
you used to view yourself?
P7 I hated myself. I thought I was useless, I didn't deserve anything, that 
because I wasn’t, couldn’t seem to stay well something was going to happen to the
people I loved and I felt they would be better off without me and ....their were
times I wanted to die. I’m not ashamed of it.
R Is that something you worked on?
P7 Yeah. Oh yeah, I thought how could I have so much when , I have a son
daughter and grandchildren, how can I have all that and still want to die
R Did you come to some kind of understanding about that?
P7 Yes, the understanding being I was separate from the depression, yeah.
That it wasn’t me it was the illness.
R So the illness was telling you that
P7 Yeah, but I thought that was all in me, that it was all on thing. I was the 
illness, the illness was me. I found it difficult to go out, even to put the rubbish in the 
bin. Erm,
R Can I just stop, and just say that the fact you are doing an interview on tape
and before you couldn’t go out.... Is that kind of a big step
P7 Yeah (starts to cry)
R What about your friends and femiiy, how did you think they thought about you
in the past?
P7 I lost a lot of my family.
R Through the
P7 Yeah. Yeah. So, I think through their ignorance really, and I felt like I was 
letting them down... I wasn’t good enough....
R Did you feel they thought that about you too?
P7 Yeah, I did with my son sometimes but I know that’s not true now
R So now its, it seems you are thinking about yourself... can you tell me about
that again
P7 Personally, I think I am strong and not weak I am good enough.. I’m as
good as anyone else [long pause] I can be happy and I can stay well
R That seems like a big shift from what the psychiatrist was saying 
P7 Yeah
R So what about erm, thinking that you were letting your family down, how
P7 What, how do I feel now? I don’t think that now, I think that erm.. [long
pause] I think that I’m ok as I am, it was the depression telling me all this
R Did [therapist] ever have conversations with you about erm, I suppose 
coming so far despite depression
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P7 Yeah so did. She gave me a lot of encouragement, telling me that I wasn’t 
weak. Telling me how well I was doing. Saying that maybe I had done something 
one week and she would say to me you couldn’t have done that a week ago, two 
weeks ago, yeah, she did give me a lot of encouragement a lot of praise
R And, and did you find it hard at the beginning to take...
P7 I did, yeah, I did find it quite hard at the beginning, as time went on it got 
easier I suppose I become more accepting of it
R Do you know how?
P7 I started to be kinder to myself, and .... [long pause]
R It sounds like a lot of changes
P7 A lot of change? Yeah there is quite a change. I still sometimes I still can’t 
believe it
R Yeah, sometimes quite hard to comprehend
P7 Yeah, yeah
R It Is Interesting that when people stop to think about It
P7 Think about it yeah,
R Is it having an effect on you stopping and thinking?
P7 Yeah, It blows my mind away, I can’t believe It [laughs].
R Right
P7 I can’t believe that its gone.
R Do you find It helpful to talk about It?
P7 Yes I do, yes. Cause I know it happened and I know how bad it was. I know
how its effected my life, and......
R And how does it make you feel when you think back to that?
P7 I can’t believe that I’m still here.
R Cause things got that bad. [long pause]. Can you get an understanding
about how you arc still here? Why you are still here?
P7 Still here Cause I am strong now, cause I couldn’t bear to hurt my
family... but I did feel like I wasn’t living for myself, I was just staying here, for 
them,... you know [long pause].
R So you said before you were very much living for other people?
P7 Yes, I don’t think I was living properly, I wouldn’t call that living.
R How how,
P7 I mean I know I was living but
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R Yeah I think I, it was kind of existing rather than living?
P7 Yeah
R So now that your living, so how does it make you think differently about other
people?
P7 pong pause] I feel more erm ... I feel like I love them more, if that’s possible,
but I do I feel.... I feel more open with them, that I can talk to them more, that I can 
say what I want to say, say how I feel.
R Its interesting that when you started to live more for yourself it makes you 
love other people more, [very long pause]. So you’re really thinking about that.
P7 Uh huh
R Erm, what do you think you are doing differently now? In terms of everyday.
P7 I think differently. I think more positively, pong pause]
R Presumably, you clear your rubbish out
P7 Oh yeah, I go for walks, I go into town, I go into the library. I can walk up to
my grandchildren, easily, whereas when I was depressed I don’t know how I got to 
my house to theirs I really don’t. Every step was an effort and urm I was ... but now I 
can walk up there really fast, and still have energy to play with them, and
 everything is different, I want to cook, whereas before I would cook but I didn’t
want to do It. I just want to live.
R So this Is more about living than just existing.
P7 Oh yes definitely, yeah.
R What do you think other people made of about it?
P7 What did they make of me when I was depressed or now?
R Oh, well the differences for a start.
P7 Well I think a lot of people think I you’re a bit nutty
R What, before?
P7 Yeah, no before. I’ve been called lots of different names in the past.
[pause]. I've lost jobs before because of it. I don’t think m y mum and sisters
erm.... understood It all. They just used to say “well you have always been like i f
R So again
P7 Yeah, yeah
R Is that about making you feel like you’re the ill person as opposed to...
P7 Yeah yeah. People would ask my mum "why is [P7] liko that?" And then
they would tell me later she said “oh, she’s always been like that." Always a 
miserable baby and things like that.
R So what did those people make of you.... living?
P7 What, now? You mean what do they make of me now?
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R Yeah
P7 I don’t know. Cause I don’t see them.
R Is that one of the changes that you made?
P7 I made that choice about 4years ago. And but over all that I’ve forgiven
them. And I’m just getting on with my life now. I don’t know what they would make of 
me now.
R And what about your children? Are you married?
P7 Yeah.
R So what did your husband make of it? Of the changes?
P7 Urm... he doesn’t say an awful lot. Not so much now, but when I started to
get well, he struggled a bit, like um, the new me...
R In what way did he struggle?
P7 Erm, in understanding I suppose, and understanding and um he had to
work through this as well.
R In what way did he have to work through it?
P7 First of all, he had to listen to me. And answer me. And.... Treat me like I do
exist.
R Was that something.,.. Did he ever come in to the sessions?
P7 Yes
R To most of them or some of them?
P7 Oh no not all, about three I think. That was quite helpful.
R Was it?
P7 Definitely.
R In what way?
P7 Cause I don’t think I could have got him to sit down and listen to me and not 
walk away and look at me If I was on my own, so in a way it gave me a bit of power.
R So what do you think he he got from it?
P7 A better understanding of the illness. And me. And um..And our
marriage wasn’t very.... It was a bit of a shambles actually. It was But erm, through 
this psychotherapy, we worked on it and its good. Its changed.
R And he found the changes initially quite difficult?
P7 Yeah,
R What did he do that gave you that impression?
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P7 [pause] He, um , Wouldn’t always listen to me I think he felt that in
the past I got well, or what I thought was well but It never lasted. I think he was quite 
scared that It wasn't gonna last, in some way.
R So its, so his difficulties were that he was quite anxious about...
P7 I think so, yeah, I think he thought when I started to get well that it wouldn’t
last, ho said if anything, he wouldn’t say anything, he wouldn’t comment on the fact I 
was getting well cause he was afraid It wasn’t gonna last.
R But bringing him to one of these sessions had an impact?
P7 Yes it was, cause [therapist] explained to him, and um, I had depression and
that alters everything and I was suffering from it, and that things are so much harder 
to do. And um In the end It brought us closer now, than ever.
R What about other family members?
P7 My daughter’s noticed a big difference in me.
R What differences?
P7 She always that she never believed that I wouldn’t, couldn’t get better. She 
said I don’t believe that. And she um, as the sessions went on with [therapist] she 
was really encouraging, she said “I’ve never seen you so well". And that, she, we 
talked a lot about the sessions, me and me daughter. And um, she she could 
understand I was getting better.
R Was that important?
P7 Yes. That she noticed and she told me. Really Important.
R How, what, why? What made that important?
P7 It was important. It was important to me to hear that I was looking better that
I was um.. making progress and um, just made a lot of difference to how I felt about 
myself.
R So having someone else see your changes was important?
P7 Yes. Very Important. Whereas with my husband he wouldn’t always say 
“you seem a bit better today”. Cause he would be scared to say it in case it didn’t 
last. But [daughter], she um, she would always tell me, always be positive. My son. 
um, I don’t know, I don’t see so much, well I didn’t see so much of him, and um, I 
don’t know if I was kind of like protecting him, from it all, I think I was in a way. But as 
I got better. I’ve probably seen him more in the last few weeks that I have done, I 
dunno,....
R For a long time.
P7 Yeah,
R Has he noticed changes?
P7 Yeah, he has. And he said how much better I seem to be. They have asked
me about [therapist], what we talk about and that, his partner has noticed as well, as 
for friends, I haven’t got many friends. I have got a couple of close friends but, I 
hadn’t shared this with them.
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[BREAK IN TAPE]
R It sounds like your family more important to you.
P7 Oh yeah, my immediate family are my world.
R Do you think there was a time em, in your therapy that changed how, or a
_ moment where it all changed?
P7 Definitely. At the beginning, right at the beginning would be one, when 
[therapist] said I could, that we could beat it, we could get rid of it. That was early on, 
right on the first or second session. And another time was when I got the 
understanding that the depression was separate to me. And then it seemed to be 
more gradual after that.
R Was that when you started noticing times when the I suppose, when you 
were pushing or kicking depression away.
P7 Yeah, yeah. There was one time when I drew what I thought was my
depression, I drew it and then I burnt it, the paper I drew it on. And then I buried it. I 
literally buried it in the back garden this paper that I'd burnt, the ashes .... And I um, 
put a big rock on top of it, and I um, planted some seeds near to it. And now, that is 
really helpful to me thinking back to that, when I feel a bit yuck, I think “no, its not 
depression, thats gone its burned dead and buried, and you know it is cause you 
done it and put it in the garden",
R And is there stuff growing around it
P7 Yeah,
R What kind of seeds did you put there?
P7 I put poppy seeds
R So what effect did it have on you when you did It?
P7 Oh, a big effect. I phoned [therapist] and left a message on her answer 
phone (laughs). I told her I had done it and I and I buried it. It had a big effect on 
me, a big big effect. I felt lighter and free.
R That’s really positive. Did you feel less guilt?
P7 I think I buried quite a lot of my guilt then. I say quite a lot, um yeh.
[long pause]. I did feel guilty about everything really thinking about it. If I played with 
the kids, I didn’t play with them enough. Or long enough. I had to see them every 
day. Otherwise I wasn’t a good nanny. I didn’t ever want them to think I didn’t love 
them. So, even when I was really really ill, I used to trudge up there and play with 
them as best I could. And still get home and beat myself up about it.
R How did [therapist] help you think about the fact that you went up there 
despite feeling depressed.
P7 She said that I was a warrior, she called me a warrior. Cause she said
to do that I must be really strong.
R Did it show you what was important to you in your life?
P7 Yeah, yeah.
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R And did that help you view yourself as a, you know, was [therapist] saying,
was that to do with being a good nanny or a bad nanny
P7 That's a good nanny.
R Because only good nannies would warrior through depression
P7 Yes. At the time, before I spoke to [therapist], I thought I was a useless
nanny.
R So, before you spoke to [therapist], the fact that you could get there....
P7 Didn't mean anything, no.
R But talking to [therapist] made that....
P7 Yeah,yeah
R And do you think you needed her to point that out?
P7 Yeah I do, yeah.
R Erm, what Ideas were helpful for you in therapy? I know you were very much
talking about it as separate to who you are.
P7 Yes.
R Erm. the idea that your husband being there.
P7 Yes, that helped.
R Were there any others?
P7 Relaxation helped me quite a lot at the beginning as well. I had a tape, [long 
pause]. Because I wasn't sleeping that well I used that quite a lot. [long pause].
Just knowing that I was coming back to [therapist] next week helped.
R Was there anything that was unhelpful?
P7 No, I don’t think there was, not, no.
R And what ideas are you using still? Kicking out the depression?
P7 Yeah, I don’t have to use that very much though now. Erm, but I used that a
lot at the beginning. Just being me.
R That’s interesting. What do you mean?
P7 Pleasing myself, not Just.... Being me without the depression, being me.
R So do you feel more the kind of person that you.....
P7 I don’t know who I all am cause of the depression being there so long there’s
a bit of a gap [laughs]. So, erm, I mean I’m quite happy at the moment to just get
up every day and do ordinary things and, be able to go out. I don’t feel like I
don’t feel like I [long pause], I don’t know what I was going to say now.
R That’s absolutely fine.
P7 Is it?
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R Yep. Erm, what, were there any beliefs within your family that you thought 
perhaps contributed to the problems?
P7 My mother always em, she had depression, but her advice was just to get on 
with it and er, that was It really. I remember her telling me about an aunt that she 
had, and she said that she was shut away in the back room. I think she was a bit of 
trouble.
R How, how did that knowledge....
P7 It played on my mind. Yeah, I should think that If I’d been bom earlier I would
have been locked away.
R So in what ways do you think that contributed to your difficulties?
P7 Quite a lot. [long pause] I could never understand how my mother could say 
that she was depressed and then just tell me to get on with it. Cause if I ever come 
across anyone who is has depression, erm, I would never say that.
R Why not?
P7 Cause its not like that. Its not like being fed up.
R So what effect did having your mum’s belief have on you?
P7 A big negative effect. Cause I suppose I did just get on with it at that time. I
had to, get on with it or get out of it. I wish I found [therapist] sooner [laughs].
R Are there any other family beliefs.... You said that
P7 I always, er,,.. I mean at one time I worked in the same place as my sister, 
my older sister, and em, and if I was crying she always said to me “pull yourself 
together [P7], you’re going to loose your job." I just always got the impression that 
they thought I was ... nutty.
R Yeah, I mean you mentioned earlier on that you felt that perhaps they didn’t 
understand...
P7 No they didn’t understand, [long pause]. But then neither did my children
really understand, did they? But then they didn’t kick me when I was down did they?
R So was it something about the way that they responded to you being, how
they responded to the depression.
P7 Yeah,
R In terms o f.... Think about sort of the wider society, was there any beliefs in
society about depression
P7 What, that contributed to me having depression you mean?
R Yes
P7 Very much think, that erm, your children are what you make thern. I’m very
aware of that, especially so with my grandchildren I think. I know I was different as a
çhiid and i was left out of a lot of things. It makes you feel different even then.
[long pause]. Yeah, the ugly one, the miserable one. Even at quite a young age.
R Was it important..... did you go back to those times with [therapist].
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P7 Erm, not in great detail no. It was more focusing on erm... now. I feel 
anyway that I’ve pretty much come to terms with all that anyway. Accepted it, and 
moved on from that anyway.
R What about anything to do with erm, the way in which mental health is
generally perceived in society, were you aware of anything like that?
P7 - Put it this way, I never used to tell many people about how I was and what I 
suffered with and I felt ashamed. There is a lot of stigma, almost definitely. When I 
worked for quite a good company I, I had time off, and er, I was told by a personnel 
officer more or less she said to me that “why don’t you Just leave and let somebody 
who’s gonna work have your Job.” "You’re not lie your sister are you?” cause we 
worked together there. So there, its terrible, it is terrible.
R I take it those comments were unhelpful?
P7 Cor, yeah they were. There is definitely a lack of understanding.
R So, I mean, what’s that like to be around that? What is it like?
P7 It was awful, it was erm made me feel even worse, if I could have felt
worse.
R Do you view these kind, these beliefs differently now?
P7 Yeah, I do.
R In what way?
P7 Well, I know I know now that erm,.... I know what depression can do, I know
what how It effects people. I’m not ashamed of it anymore. I’m not ashamed of 
having had it. I’m not ashamed anymore.
R How has that change happened?
P7 When I got a better understanding of it all, which I got through [therapist], it
all changed.
R What effects does having more understanding do?
P7 I can see the depression for what it is. I know what it can do, I know it wasn’t
me now as such, it was the illness, [long pause], it should be talked about more.
R It sounds like, not just when you got more understanding about things, but 
also your husband
P7 Yeah yeah, it helped
R And certain members of your family, it helped
P7 Yeah, yeah. That definitely helped
R Did everyone do things differently?
P 7  E rm , m y  husband did. Yeah....
R It sounds like you have been doing a lot of things differently. Now you ve got
that knowledge.
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P7 Yeah [laughs], yeah I have [laughs].
R Ok, listen, you might be pleased to know, this is the last section, erm, and its
really, you've been saying a lot about the importance of the relationship you had with 
[therapist], so generally if you can describe, what you think about this relationship
P7 [long pause] I’ve never had a relationship like It with anyone else [laughs].
Erm,
R Its very unique
P7 Yeah. Quite special, quite......
R So what was important about er, [therapist]
P7 Her understanding was really important. Her compassion, [long pause]. My 
mind's gone blank.
R Ok, this might be a difficult question to answer, what view do you think she
had of you?
P7 Me I think she thinks, she knows I’ve done really well, [long pause].
R Is that important?
P7 She has told me I’ve done really well.
R It sounds like its quite emotional for you to think back..
P7 Yes, it is. She has helped me change my life.
R Does having a place to talk separate from [therapist] help think about that
contrast? ^
P7 Yeah,
R And what kind of effect is that? I know that you are emotional but how, how?
P7 How am I now?
R Yeah, what does it mean to you talking like this?
P7 It brings it all up. Cause I feel so well now and erm.... its hard to believe that
 that I’ve actually lived through all that.... A long time, and I’m still here I’ve
forgotten the question.
R Erm, I’m ]u§t very curious to know how, whether talking about it helps make
you realise
P7 Yes yes,
R About the changes you have made, or whether its quite negative talking
about it.
P7 No, it Isn’t negative talking about it at all. The opposite. Yeah, its opposite, it
makes me realise how ill I’ve been and that I’m well.
R Cause one idea that's coming out of these interviews and I’d be very 
interested to check the idea out with you but, one idea would be to have when
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someone just discharged from therapy to have a session with somebody else, to 
have this kind of discussion...
P7 Yeah, I think that is a good idea. Definitely. Yeah, I think that Is good.
R Do you know why, what makes It?
P7 Because you are just comparing how you were and how you are now.....
R That’s helpful. I’d just like to bring you back to [therapist], cause this is, oh, 
that’s my problem, jumping about form one topic to another
P7 That’s alright
R Cause obviously that seems to be a very important thing. How much 
success then was due to you, and how much to [therapist]?
P7 Its hard to say cause we worked together I think a lot of it has... obviously
[therapist]’s got all the knowledge, um, ...but once I understood i t .... I think a lot of it 
was probably down to me. I know I couldn’t have done it without [therapist], most 
definitely. I’d still be going around in circles.
R So its something about finding. I’m going to put a huge sentence in your 
mouth, but its something about finding someone who is empathie and understanding, 
who is able to give you an understanding
P7 Understanding, yeah, yeah
R And then when you get that its.... It helps you go off and do your own thing.
P7 I think that Is dead right, what you have just said. Yeah, it is, definitely. Say
that again, what you just said.
R Its something first of all about finding someone who's understanding, that
more than just understanding, that who’s very empathie
P7 That’s it
R Who is able to give you an understanding that you can share an
understanding, and once you get that understanding, you are able to go off and move 
on
P7 Move on, yeah, that’s just right. That is just right.
R That is really really helpful. The last thing is....
P7 [laughs], Let me go [laughs]
R What about [laughs]
P7 I’m knackered [laughs]
R Are you, lets leave it there
P7 No, its alright
R I was just going to ask erm.... how much of what you talked about in therapy
how much control did you have about what to talk about?
P7 I had a lot of control. Yeah, I think so.
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R Great, lets stop It there. That was great, thank you very much
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Appendix 5 -  Difficulties with incorporating Kenneth’s transcript
I encountered two main difficulties in incorporating Kenneth’s account into the 
analysis. Firstly, the interview situation itself seemed to generate a context for 
Kenneth where he wanted me to acknowledge his professional status. I thought that 
he indicated that this was a powerful agenda by the way he questioned me before the 
interview about my training and recounted his own theories and suggestions he made 
when he encountered people with psychological problems in his professional life. He 
also talked about his contact with clinical psychologists. His responses in the 
interview itself clearly indicted that having his status recognised was an important 
component of his therapy and that it was his professional status that helped him 
engage with his therapist. He said;
“some patients have actually no idea what professionals are talking about...surely 
you must have come across that All"
I interpreted this statement as being Kenneth’s attempt to align himself with me, a 
professional, and misalign himself from other patients or participants in the study.
Secondly, during the interview process I felt that his agenda was interfering with the 
information he was recounting. Asked about his therapy he would talk about his 
experiences with his clients and his approaches to them or about his theories on life 
and how one can help oneself. When asked whether he would talk about this with his 
therapist he said that he did not. I remembered feeling frustrated within the interview 
about this process and thinking that the data would not be that useful because it did 
not seem to relate to his experiences of therapy. I became less motivated to probe in 
order to allow him to expand on his answers. This further interfered with the data as 
it is not as rich as it might be if I maintained my motivation.
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